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p Chis Month’s Authors 


John J. Bonica, M.D., 


author of “The Management of Cancer Pain,” is director of the Department of Anesthesiology 
at Tacoma General Hospital and Pierce County Hospital, Tacoma, Wash. He was graduated 
from Marquette University School of Medicine, Milwaukee, and took postgraduate training at 
St. Vincent’s Hospital, New York City. He is a consultant in anesthesiology at Madigan 
Army Hospital, Tacoma, and clinical associate in Anatomy at the University of Washington 
School of Medicine, Seattle. Dr. Bonica is the author of the text, Management of Pain, which 
was published last year. 


William C. Caccamise, M.D., 


practices ophthalmology in Rochester, N.Y. After graduating from the University of Rochester 
School of Medicine, he took a 12-month rotating internship at the U.S. Marine Hospital, 
Staten Island. Following this, he served a 24-month tour of duty as a medical officer in the 
Army during which period he held the positions of Assistant Public Health Officer of Japan 
and then of Public Health Officer of Chiba Prefecture in Japan. Dr. Caccamise, author of 
“Refractive Errors of the Eye,”’ took postgraduate training in his specialty at Northwestern 
University Medical School, and was a fellow in ophthalmology at the Cleveland Clinic. 


F. Henry Ellis, Jr., M.D., 


head of a surgical section and a member of the Section of Surgical Research at the Mayo 
Clinic, Rochester, Minn., is also an instructor in Surgery at the University of Minnesota 
Graduate School, Minneapolis. He was graduated from Yale University, New Haven, Conn.., 
and received his medical degree from Columbia University College of Physicians and Surgeons, 
New York City. During World War II, Dr. Ellis served as a medical officer in the United 
States Naval Reserve. His article appearing in this issue is entitled “Surgery of Congenital 
Heart Disease.” 


Keith Hammond, M.D., 


a member of the Indiana chapter of the American Academy of General Practice, is engaged 
in the practice of general medicine in Paoli, Ind. After receiving his medical degree from 
Indiana University School of Medicine, Indianapolis, he took internship training at U.S. 
Marine Hospital and Charity Hospital, New Orleans, La., and Maternity Center, Chicago. 
Dr. Hammond served with the Army during World War II, and following this, resumed 
the general practice of medicine in Paoli. ‘The Child with a Fever” marks his third contri- 
bution to GP. One of his articles, ‘The Suddenly Ill Baby” (GP, Dec., 1952), was carried in 
Parade Magazine the early part of last year. 


S. P. Lucia, M.D., 


is associated with the University of California School of Medicine, San Francisco, as professor 
of Medicine and lecturer in Medical History and Bibliography, and chairman of the Sub- 
Department of Preventive Medicine. He has been a member of two teaching missions to foreign 
countries—one to Colombia, South America, and the other to Japan. Dr. Lucia, a graduate 
of the university with which he is affiliated, is co-author with M. L. Hunt, M.P.H., of “Medical 
and Surgical Problems of Splenomegaly.” He has written many articles on various aspects of 
internal medicine, hematology, medical teaching and nutrition. 
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PSYCHOLOGIC MOTIVATION 
AND CONCEPTION CONTROL 


Psychologic motivation, defined as “... 
the sincere, urgent, uncomplicated desire 
to remain nonpregnant...” is an increas- 
ingly recognized factor in the success or 
failure of contraceptive measures.! 


One of the factors influencing motiva- 
tion, namely, parity, was appraised by 
Guttmacher! and associates in a three- 
year study of the jelly-alone [RAMSES® 
VAGINAL JELLY] method for contracep- 
tion. A carefully selected group of 325 
postpartum clinic patients used RAMSES 
VAGINAL JELLY for periods representing 
a total of 425 patient years of exposure. 
The technic showed marked effectiveness 
but was especially successful “among 
patients of lower parity.” 


Although the method was highly depend- 
able, some unplanned pregnancies did 
occur. The pregnancies were divided into 
“patient failures” and “method failures.” 
Patients readily admitting omission or 
irregular use of the jelly were classified 
in the first group, while those claiming 
regular and faithful use of the jelly were 
grouped in the latter category. 


Total Unplanned Pregnancy Rate Total ‘Method Failure" Rate 


Rate per 100 Rate per 100 
Exposure Years Exposure Years 
16.7 
5 325 patients 5 10.82 
(425 exposure 9.1 
vo 264 patients 325 patients 
(405.6 exp (425 exposure 
5 yeers) — 5 /— years)|— 264 patients 
.6 exposure 
Min. Min. | 
Time 3 months 6 months | | Time 3 months 6 months 


Comparison of conception control with 
RAMSES VAGINAL JELLY in patients using the 
method for 3-36 months and 6-36 months." 


During 425 patient years of exposure in 
325 women using the jelly, the total un- 
planned pregnancy rate was only 16.7 
per 100 patient years of exposure. When 


the “method failure” for the entire 
group is calculated, the unplanned preg- 
nancy rate drops to 10.82 per 100 patient 
years of exposure. When only those pa- 
tients who used the jelly-alone technic 
for six months and longer are considered 
(the usual length of time accepted for 
valid comparisons) the pregnancy rate 
is decreased markedly. This indicates 
that familiarity with and reliance on the 
method are probably also important. In 
264 such patients, during 405.6 patient 
years of exposure, the total unplanned 
pregnancy rate was only 13.1 per 100 
years of exposure, and the method fail- 
ure rate dropped to 9.1 per 100 years 
of exposure. 


Fitting the method to the patient 


It has been demonstrated that motiva- 
tion, parity, and patient-intelligence play 
important roles in the selection and the 
successful use of a conception control 
method and, therefore, that the final de- 
cision regarding the selection of method 
must be left to the physician who is fully 
cognizant of all these points. 


When in the judgment of the physician, 
parity, anatomic factors, or motivation 
indicates the use of the diaphragm-and- 
jelly method of contraception, the 
RAMSES® TUK-A-WAY® Kit is recom- 
mended. The RAMSES® diaphragm is 
flexible and cushioned — provides an 
optimum barrier and utmost comfort. In 
combination with RAMSES jelly it offers 
an unsurpassed contraceptive technic. 
Both products are accepted by the appro- 
priate Councils of the American Medical 
Association. 


*Active agent, dodecaethyleneglycol monolaurate 5%, 
in a base of long-lasting barrier effectiveness. 


1, Finkelstein, R.; Guttmacher, A., and Goldberg, R.: 
Am. J. Obst. & Gynec. 63:664, Mar., 1952. 


JULIUS SCHMID, INC. gynecological division 
423 West 55th Street, New York 19, N.Y. 
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Yours Cruly.. . 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Author Smiles 
Dear Sir: 

The August issue of GP was particularly interesting to 
us. We thoroughly enjoyed the letter from Dr. Ralph John- 
son regarding the bookkeeping article and thought your reply 
equally good. We are wondering if Dr. Johnson would not 
take up general practice if he saw some of the figures some 
general practitioners are able to produce! Compared with 
the national average, we concede that he has a point. 

Frances L. Maroip 
Professional Management 
Waterloo, Ia. 


Happily, Miss Marold, co-author of “A Guide To Simple 
Bookkeeping” which was the topic of Dr. Johnson’s letter, thor- 
oughly enjoyed both the good doctor’s consternation and GP’s own 


editorial co t. In defense of the hapless artist, GP is glad 
that simple bookkeeping could bring a smile to so many faces. 
—PUvBLISHER 


Requests from Both Coasts 
Dear Sir: 

A suggestion which may be helpful to many of us who are 
delighted readers of GP: Would it be possible to have one 
index covering the scientific articles for several years? 
Though I am trying to make my own file index, I often have 
to look through all the semi-yearly indices to find the article 
| have read “somewhere at some time.” 


Frank F. Nortuman, M.D. 
Bridgeport, Conn. 


Dear Sir: 

I have saved each copy of our fine journal, GP, and have 
frequent occasion to refer to all the articles on a specific 
problem. As the collection grows monthly, my memory of 
when different articles were published is failing me. Would 
it be possible to print (at cost) each year a cross index of 
GP subjects and articles which would include all previous 
issues, instead of only the preceding six months? In essence, 
this would provide every doctor who saves GP with a ready 
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reference library covering a number of years on practically 
every subject important to the general practitioner. 

Frank W. Norman, M.D. 
Santa Rosa, Calif. 


A suggestion received the same day from opposite ends of the 
country warrants special attention; suggests that there may be 
others, from points between, who feel a similar need for a 
cumulative index. If a sufficient number of readers indicate 
that interest, we will undertake to determine whether it would 
be economically and physically practical.—PuBLISHER 


Neglected Branch? 


Dear Sir: 

Thank you very much for your check. However, much 
more important than the money is the fact that my article 
(“Rheumatic Diseases, Rehabilitation, and the General 
Practitioner,” August GP) was published in your beautiful 
journal. Your staff did an excellent piece of work and I con- 
gratulate them. I also felt it was most important to get my 
message across to as many physicians as possible. I honestly 
believe that rheumatic diseases are a badly neglected branch 
of medicine, and the sooner the profession wakes up and 
does something constructive about it, the better it will be for 
all, especially the patients. 

Rusin Kier, M.D. 
Brooklyn, N.Y. 


Hospitals Also Bombarded 


Dear Mr. Cahal: 

I was quite impressed with your Publisher’s Memo in the 
July issue of GP in which you commented on the economic 
waste involved in direct mail advertising. 

I would like to commend you for that article, and at the 
same time I would also like to point out an additional waste 
which is continually being showered upon the hospitals of 
this country. Statistics of the American Hospital Association 
indicate that approximately 64 per cent of all the nation’s 
hospitals are the so-called small hospitals. These hospitals, 
as a rule, do not have a pharmacist nor do they have an intern 
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Without changing electrodes, you can take up to 
30 leads, including six chest positions. Once the 
patient electrodes are in place, you can take leads 
1, 2, 3, aVR, aVL, aVF, and the 1 to 6 positions 
= at V, CR, CL and CF by merely turning selector 
4 switches. 


@ New paper drive for easier 
loading, greater accuracy 


© New cabinet design for easier 


Using a new type of roller and a syn- 


chronous motor, General Electric as- operation and carrying, added safety 
sures uniform paper speed for accurate 

measurement of conduction times. Load- Dual hinged covers open at a touch, making recessed 
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Just flip open hinged door . . . place weight when unit is carried — handle attaches to main 
paper roll on spindle... thread through case. For all the facts on the DWB Cardioscribe, see 
simple guides . . . and snap unit back your G-E x-ray representative. Or write X-Ray Dept., 
in place. All in a few seconds. General Electric Co., Milwaukee 1, Wis., for Pub. F115. 
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pP Editorials 


A Review and a Prediction 


‘THE TIME HAS COME again to consider the uses and 
limitations of chemotherapeutic drugs in the treat- 
ment of respiratory infections. Physicians generally 
are fully aware of the importance of using these 
agents discriminatingly. It is well understood that 
they are not effectual in viral infections. In the 
finest therapeutic sense, therefore, the drugs are 
contraindicated in the treatment of influenza and 
the other viral respiratory illnesses that mark the 
cold season. 

These statements imply that it is important to 
distinguish the bacterial respiratory infections 
(treatable) from the nonbacterial (nontreatable by 
antibiotics). This distinction is readily made in the 
vast majority of cases without fancy or expensive 
tests. An excellent guide to differential diagnosis 
was presented in the article by Jordan and Dingle 
that appeared in GP last month. 

A nice discrimination in the prescription of 

antibiotics is of more than academic importance. 
Many experiences support this statement. Most of 
them are concerned with certain dangers (drug 
reactions and superinfections) that seem inherent 
in the use of the drugs. These dangers may be 
acceptable when relative risks are calculated in 
cases in which the drugs may be expected to have 
a specific effect. They are hardly acceptable other- 
wise. 
So, as of September when this is being written, 
or as of November when it appears in print, the 
ground is laid for rational use of antibiotics during 
the coming winter. Further review seems super- 
fluous. But here, fresh from a cloudy crystal ball, 
is a prediction. 

In December or January, an epidemic of respira- 
tory infections will assail ‘Yourtown, U.S.A.” The 
clinical manifestations of the illness will have a 
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broad spectrum, but within a week or two the 
suspicions of the practicing physicians will be con- 
firmed by alert health department officials who will 
give notice that the cause of the epidemic is an 
influenza virus. These officials and spokesmen for 
the county medical society will clearly state that 
the disease, though prostrating, seems mild and 
anything but deadly. They will add that the best 
treatment is rest in bed and some simple sympto- 
matic measures, and that antibiotics had better be 
reserved for definite complicating bacterial infec- 
tions. Meanwhile, however, the sale of chemothera- 
peutic drugs on doctors’ prescriptions will have 
risen to astronomical levels. Druggists will hire 
extra help and will work far into the night pack- 
aging and delivering sulfonamides and antibiotics 
for influenza victims. The statements of health 
department and medical society spokesmen will 
have utterly no effect on these drug sales. Within a 
few weeks the epidemic will wane, but then the 
incident will be repeated at ‘Ourtown.” 

Of course this prediction, like most medical and 
other prognostications, is based on past perform- 
ances. For example, in GP for February, 1953, an 
experience of this kind was described in an editorial, 
“Test Your Integrity.” There it was noted that 
promiscuous prescribing of antibiotics seems almost 
inevitable—that it hardly can be blamed on physi- 
cians’ ignorance—that it is a real threat to public 
confidence in American Medicine. 

That previous editorial had good intentions but 
little effect. Perhaps this was to have been expected. 
Certainly, being retrospective, the editorial could 
hardly influence the events it described, and maybe 
it wasn’t timely for the next similar episode. So 
the assay of things to come in “Yourtown” and 
““Ourtown” is a device intended to overcome these 
deficiencies. 

Unlike the efforts of the weather bureau or the 
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racing form complete with tips, GP’s prediction is 
offered with the fond hope that it will be completely 


wrong. 


S infections During Ct th 
ALMOST ALL POTENT DRUGS impose the hazard of ad- 
verse reactions—either pharmacologic or allergic. 
The chemotherapeutic agents are no exception. In 
addition, the use of these drugs carries another 
unique risk—the development of bacterial super- 
infections. This term has been applied usually to 
the appearance, during or after administration of 
an antibiotic, of a new bacterial disease. For exam- 
ple, a patient having otitis media due to a hemo- 
lytic streptococcus might be treated with penicillin. 
On the fourth or fifth day after treatment is started 
his condition worsens, and it is found that he now 
has a suppurative otitis media due to Staphylococcus 
aureus. In this instance, the new invader causes 
disease in the organ originally involved. In other 
cases, the site of disease may shift—for example, 
staphylococcic enterocolitis in a patient receiving 
treatment for pneumonia. 

Problems of this kind, in the strictest sense, are 
hacteriologically distinct from the development of 
resistance to antibiotic therapy by organisms that 
are originally present as the cause of disease. An 
example of the latter sort is the emergence of 
streptomycin-resistant tubercle bacilli in a patient 
being treated with that drug for pulmonary tuber- 
culosis. However, in both types of bacterial phe- 
nomena bacterial resistance is an important feature. 
And clinically, in either event, treatment becomes 
difficult because of this feature. 

In the Mew England Journal of Medicine for 
August 12, 1954, Weinstein and co-workers report- 
ed their experience with superinfections in 3,095 
patients who received one or more antibiotic agents. 
These authors used the term strictly to cover only 
those situations in which an “initial disease re- 
sponded both clinically and bacteriologically to the 
administration of an antibiotic and there was evi- 
dence (both bacteriologic and clinical) of a super- 
imposed infection while the drug was still being 
given.” Defined in this way, there were superinfec- 
tions in 68 of the 3,095 patients (about 2 per cent). 

The pathogenesis of superinfections was not en- 
tirely clear to Weinstein and his associates. They 
noted that there is usually a remarkable change in 
the bacterial flora of the nose, throat, intestine or 
infected focus before a new infection appears. This 
alteration in numbers and kinds of bacteria is not 


solely responsible because there are many instances 
in which the change in flora is not followed by 
superinfection. The authors speculated “that the 
removal of certain components of the bacterial pop- 
ulation interferes with or even eliminates antagonism 
between organisms, which may be due in part to the 
elaboration of antibiotic substances.” They went on 
to say, “This may result in an increase in number 
and possibly of invasive capacity of the bacteria 
that remain.” 

Other factors that increased the prevalence of 
superinfections in Weinstein’s experience included 
the site of the patient’s original disease (pneu- 
monia, otitis media), age (under 3 years) and the 
use of broad-spectrum antibiotics or combinations 
of antibiotics. There did not appear to be any cor- 
relation between the type of bacteria involved in the 
initial infection and the occurrence of superinfection 
after antibiotic treatment. 

Of special interest were three groups of cases in 
which antibiotic therapy was given without any 
hope of influencing the basic diseases. These dis- 
eases and the incidence of superinfections were : 


Pertussis 20 per cent 
Measles 33 per cent 
Poliomyelitis (bulbar) .........15 per cent 


This and other features of the Weinstein report in- 
dicate the need for careful evaluation of the practice 
of administering antibiotics for prophylaxis of bac- 
terial infections. This practice has been adopted 
empirically in various disorders, not all of them in- 
fections. It may indeed be a sound procedure in 
some instances. But for all they know, proponents 
of prophylactic chemotherapy for some of these 
disorders may be guilty of imposing the risk of 
deadlier infections than might occur in the natural 
course of events. This is an area in which controlled 
studies are urgently needed. 


Uncle Wilfred and Making a Diagnosis 


‘THE OTHER DAY Uncle Wilfred was looking through 
some back issues of his journals when he grunted 
contemptuously. “It’s a funny thing,” he said, 
“how many of these medical writers tell you that 
there’s nothing difficult about making such and 
such a diagnosis. They say all you have to do is 
keep the diagnosis in mind.” 

‘It seems to me,” Uncle W. continued, “‘most 
doctors wouldn’t have any trouble keeping a diag- 
nosis in mind, but they might have trouble getting 
it there in the first place.” 
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Destiny Unfulfilled 


Too MANY PEOPLE and not enough food—here’s a 
problem that has interested demographers particu- 
larly since the days of Thomas Robert Malthus 
whose “Essay on Population” was published 150 
years ago. You'll recall that Malthus advanced the 
pessimistic notion that human population, when 
unchecked, increases in a geometrical ratio while 
subsistence increases only in an arithmetical ratio. 
He believed that population was prevented from 
outgrowing subsistence by the positive checks of 
war, famine and disease. In a sense, he foretold the 
day when the world would be filled with people 
eking out a malnourished life made miserable and 
vice-ridden by crowding. 

If Malthus were alive today he would recognize 
that many factors—not the least of them, man’s in- 
genuity—have postponed the realization of his pre- 
diction. Still, he might find portents in today’s 
world that would cause him to reaffirm his theory. 
Indeed, those portents haunt the thoughts of scien- 
tists in many fields. There are, however, some im- 
portant differences in present-day thinking on the 
problem. Chiefly, modern scientists seem inclined 
to place a higher value on man’s ingenuity than 
Malthus did. And, as a corollary, they are actively 
searching for methods to keep subsistence ahead of 
population. Some part of that search is reflected in 
recent reports from the United Nations. 

Subsistence has two principal facets—room to 
live and food. A United Nations study on housing 
discloses that there is still plenty of living space on 
Earth, but it is being badly used, especially in the 
large cities. Here the development of housing has 
been largely a hit-or-miss affair, devoid of thought- 
ful planning. 

The result is obvious in all countries—over- 
crowding and social maladjustments, slums and 
exorbitant costs. The remedy is equally obvious— 
thorough revision of urban land policies. 

With regard to food supplies, it is clearly under- 
stood that an important problem for man is pro- 
vision of protein. In the United States a fortunate 
condition prevails. Most of the protein foodstuffs 
are derived from animal sources—long recognized 
as most valuable for the high-quality protein, 
vitamins and minerals supplied. But there’s a catch 
in the use of domestic animals for food. In terms of 
survival, man’s first need is for an adequate supply 
of calories. Animal-raising requires the use of till- 
able land. In this sense, animals compete with man 
for calories. Indeed, in this sense, it is uneconomical 


GP « November, 1954 


to raise animals at all, because the land devoted to 
them could be used to produce more calories (as 
cereals) than are yielded by the animals. So it is 
that whenever population density has become very 
great in the world, men have done away with their 
cattle and kine. They have thereby insured an ade- 
quate supply of calories for survival, but there is 
good reason to believe that they are getting some- 
thing less than an optimal diet. 

There are two approaches to the solution of this 
problem: discovery of substitutes for animal pro- 
tein, and development of new feeding methods for 
animals—methods that reduce the competition of 
animals with man for acreage. Both approaches are 
currently being explored. 

The United Nations Food and Agriculture Organ- 
ization reports that algae are one of the most prom- 
ising meat substitutes. They are about 50 per cent 
protein (meat: 15 to 20 per cent), are rich in vita- 
mins and grow fast, with a fabulous yield per acre. 
Commenting editorially on this subject, the Wash- 
ington Post and Times Herald for August 19, 1954, 
noted: ‘‘Americans who are sure it ‘can’t happen 
here’ may now have little interest in modern ‘loaves 
and fishes’ miracle the FAO is seeking to bring 
about . . . But by 1984, when this country may 
have some 190 million people, the high cost of 
producing a steak may well set many a housewife 
to whipping up such delectable dishes as Green 
Scum soup or Algae omelette.” 

Before you become too much alarmed at the pros- 
pect of substituting algae for steak, consider the ac- 
tivities of those who are developing new techniques 
in animal husbandry. A good short review of this 
subject by Maynard appeared in Science for July 
30, 1954. He discussed advances in methods of 
feeding animals, in turn to feed mankind. He made 
the prospect seem brighter that the American menu 
for 1984 may still include present-day delectables. 
But whether plankton or planksteak, it’s pleasant 
to think that man, by his own efforts, may leave 
unfulfilled the destiny Malthus proposed for the 
species. 


Doctors Are Human 


Tue SEPTEMBER ISSUE of New York State Journal of 
Medicine carried a little editorial titled “‘Are Doctors 
Human?” which aimed a few barbs of dubious 
wit at the address presented by Dr. Robert M. 
Myers at the Academy’s Cleveland Assembly last 
March. The writer’s implied criticism pivoted on 
one sentence in Dr. Myers’ speech, in which he 
urged “humanness” in dealing with prospective 
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mothers and warned doctors not to “feel that God 
made them, and everybody else just happened.” 

Further examination of the editorial reveals it 
was based on a brief news report of the speech 
published in the Herald Tribune on March 25, so 
the editor obviously lacks the excuse of any famil- 
iarity with the manuscript he chose to lampoon. 
Failure to verify the facts is further evidenced by 
such sophistic phrases as “reportedly addressing 
the American Academy of General Practice” and 
“the good doctor who reportedly was once an 
ordained minister.” 

For the benefit of the Journal’s slightly befud- 
dled literary wit, a few facts. The “good doctor” 
he mildly derides is a very good doctor indeed— 
one of the best in Kansas City. He is an active 
member of the Academy. He not only “reportedly 
was once an ordained minister’’—he still is, and 
frequently fills the pulpit of his church with dis- 
tinction and graciousness. 

The Journal’s writer can also delete the other 
“reportedly” (his frequent use of which being an 
obvious affectation) because nearly 3,000 phy- 
sicilans sat in rapt attention for 30 minutes in 
Cleveland last March while Dr. Myers analyzed the 
doctor’s role in controlling the emotional problems 
of pregnancy. Any of them will attest that the 
address was delivered—and with sensitive compre- 
hension of the problems involved, a rich interlard- 
ing of practical therapeutic procedures, and a mod- 
est flavoring of real humor. 

The American Academy of General Practice 
would be the first to deny infallibility in the 
selection of Assembly speakers. In spite of the 
most careful screening, at rare intervals one of them 
will prove a disappointment. But it should be a 
matter of record that this popular member was not 
one of such. 

We are also moved to put into the record our 
distaste for supercilious people who write specious 
editorials in an effort to achieve humor at someone 
else’s expense. 


Adverse Effects of Antihypertensive Drugs 


THERE are few things in this world that are a com- 
pletely unmixed blessing. Therapeutic results ob- 
tained with the newer antihypertensive agents have 


DirrusE hypertrophic emphysema has long 
considered an aftermath of diffuse bronchiolar ob- 
struction caused by infection or bronchospasm. 
However, it is not infrequent, in the course of study - 
ing such patients, to discover that there is no evi- 
dence of pre-existing prolonged bronchiolar disease. 
The cause of the diffuse emphysema in these pa- 
tients has always been mystifying. 

In Diseases of the Chest for April, 1954, Crenshaw 
expresses the opinion that diffuse hypertrophic em- 
physema is a degenerative lung disease in the sense 
that obliterative vascular disease of the bronchial 
arterial system impairs the nutrition of the pul- 
monary parenchyma and thereby causes destruc- 
tion of the elastic fibers, with resultant fibrosis in 
the alveolar spaces. 

Most authorities believe that the bronchial ar- 
teries play the important role of supplying nutrient 
blood not only to the lungs but also to the vasa va- 
sorum of the pulmonary vessels. The pulmonary 
arterial system may likewise nourish the lung pa- 
renchyma in the alveolar regions. Crenshaw reasons 
that if the bronchial arteries are subject to vascular 
spasm and endarteritic obliteration such as occur in 
the systemic blood vessels elsewhere in the body, 
then it can be understood why the lungs may lose 
their elastic properties as a result of arteriosclerotic 
changes. 

He admits that bronchiolar obstruction may be 
a complicating factor in the degenerative lung 
disease, but is not the sole etiologic factor. Pul- 
monary artery disease with resultant pulmonary 
hypertension may also be classed as a complication. 

The fibrosis and diffuse lung destruction result- 
ing from degenerative vascular disease involving 
primarily the bronchial and secondarily the pul- 
monary artery system is a nice explanation for dif- 
fuse hypertrophic emphysema. This is especially 
true for those cases in which there is not a back- 
ground of bronchiolar obstruction. 


been encouraging and as a result they are enjoying 
more widespread use. These preparations, however, 
are by no means innocuous. All can produce side 
effects occasionally with serious consequences. It 
behooves us, therefore, when embarking on a pro- 
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gram of chemotherapy to be cognizant fully of their 
inherent dangers as well as anticipated benefits. 

The oldest of the newer hypotensive drugs are 
the Veratrum alkaloids (Vertavis, Veriloid, Ver- 
gitryl, Provell Maleate, Veralba, Unitensen). They 
also are among the safest. No deaths and no sensi- 
tization or chronic cumulative reactions have been 
recorded from their use. Nevertheless, they are no- 
torious for producing disturbing acute reactions 
characterized by vomiting, bradycardia, hiccough or 
severe hypotension in dosages only slightly in excess 
of the therapeutic dose. The hypotension can be 
reversed by giving ephedrine, 50 mg. intramuscu- 
larly, and the vomiting and bradycardia are eased 
by atropine in doses of 0.5 to 1 mg. intramuscularly. 
When Veratrum is given intravenously it always 
should be administered slowly in dilute solution 
with continuous checking of the blood pressure in 
order to avoid profound hypotension. The infusion 
must be stopped as soon as the blood pressure falls 
significantly. 

The ganglionic blocking agents (Bistrium, Hex- 
ameton, Esomid, Methium, Ansolysen) also produce 
only acute side effects. These are secondary to the 
inhibition of impulses through all autonomic 
ganglia—parasympathetic as well as sympathetic. 
The resulting side effects include postural hypo- 
tension, paralysis of visual accommodation due to 
failure of reflex constriction of the pupil, dryness of 
the mouth caused by loss of salivary secretion, atony 
of the gastrointestinal tract leading to constipation 
and even paralytic ileus, failure of contraction of the 
urinary bladder and impotence. All of these will 
disappear when the drug is discontinued. However, 
even though transient, marked hypotension and 
particularly paralytic ileus can be dangerous. 
Deaths have been reported especially from the 
latter. 

Extreme hypotension with collapse with these 
agents is best treated by placing the patient in 
the head-down (Trendelenburg) position. Epineph- 
rine should not be used although norepinephrine 
(Levophed) by slow intravenous drip can be given 
if the blood pressure is checked continuously. 

Because of the extreme potency of these agents, 
recordings of blood pressure several times daily by 
the patient or a member of his family are essential 
at all times even after the initial dosage adjustment 
period. Severe salt restrictions should not be im- 
posed except in cardiacs, as this intensifies the 
degree of postural hypotension. Parasympatho- 
mimetic agents have been helpful, particularly oral 
pilocarpine nitrate (3 to 6 mg. t.i.d.) to combat dry- 
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ness of the mouth, urinary retention and failure of 
visual accommodation. Ansolysen is more effective 
and better tolerated by the oral route of administra- 
tion than are the other ganglionic blocking drugs. 
Despite the frequency of side effects, Ansolysen 
usually is an extremely effective drug for controlling 
the blood pressure when other methods fail. 

Apresoline produces not only acute effects but 
also sensitization phenomena on long-term admin- 
istration. The acute side effects consist of head- 
ache, palpitation and tachycardia and can be mini- 
mized by elevating the dosages gradually. Depen- 
dent edema is common and does not mean that the 
patient has developed cardiac failure, but may ne- 
cessitate discontinuing the drug. The sensitization 
phenomena occur after long-term use and include 
fever, dermatitis, arthritis and anemia. The most 
serious is a lupus erythematosus-like syndrome. 
Most of these severe reactions occur when the daily 
dosages are above 300 mg. per day. When they 
occur the drug should be discontinued immediately. 

Rauwolfia serpentina and its derivatives (Rau- 
dixin, Rauwiloid, Serpasil, Reserpoid) have been 
widely advertised as “persistently pleasant drugs” 
and “tranquilizers.” It is becoming apparent, how- 
ever, that the emotional reaction is not always 
pleasant. Some patients complain of lassitude and 
depression which is to them decidedly unpleasant. 
Others may experience no adverse psychic effects 
until after several months of treatment when a 
severe depression gradually develops. Six such cases 
have been observed in our clinic; in two of these 
suicidal thoughts were entertained. The nasal con- 
gestion which occurs with the Rauwolfia alkaloids 
also has been considered to be of minor consequence, 
but we have encountered two cases of severe epi- 
staxis which could not be controlled until the drug 
was discontinued. 

These comments are not meant to discourage the 
physician from using antihypertensive agents since 
they seem to be valuable in selected cases, for ex- 
ample, Rauwolfia in the anxious, labile hypertensive 
and Ansolysen plus Rauwolfia in the patient with 
sustained hypertension who is developing organic 
damage therefrom. It should be realized clearly 
however that the goal of uniformly effective, easily 
regulated nontoxic antihypertensive drug therapy 
has not yet been achieved. In the meantime, a 
knowledge of the side effects produced by the pres- 
ently available compounds will increase our alert- 
ness to their occurrence and prevent more serious 
developments. 

—Epwarp D. Frets, M.D. 


| 
: 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
4 


HEAD AND NECK 
Block of individual cranial 
EXTREMITIES 
Paravertebral or subarachnoid 
block; block of brachial 
plexus, individual nerves 
and stellate ganglion. 
ble for the good risk patient, 
% RELIEF 
partial 
GP ¢ Volume X, Number 5 


ENT OF INTRACTABLE PAIN 


subarachnoid alcohol block gives comparable pain-re- 
lieving results and is especially useful in the debilitated. 


 Cordetomy (Grant) 


While 


Pa, 


£2.44 


OR THE 


MOEUD F' 


2 
° 
a 
= 
> 
> 


PELVIS 
LOW BACK 
EXTREMITIES 


legs and sphincters. 


Subarachnoid or 
Paravertebral alcohol 
block; Splanchnic 
block for abdominal 
visceral pain 
region may be complicated 
by weakness or paralysis of 
Paravertebral, caudal and 


LOWER 
Subarachnoid alcohol block: 
this procedure in lumbosacral 


7 
\ 


A 
TRUNK BZ A 
A | | 
WES 
MO, 
~ S 
>. ia 
| N 
cordotomy is 
sympathetic blocks. 
Alcohol (Bonica) 


BY JOHN J. BONICA, M.D. 


Tacoma, Washington 


The general practitioner should play a major role in the management of the severe pain 

of incurable cancer. His sympathetic understanding and encouragement may moke the patient's problem 
less difficult. For many patients, palliative operations or medical or physical methods intended 

to curtail tumor growth may relieve pain. When these methods fail, neurosurgical operations 

or nerve blocks may control pain that otherwise would be intractable. All the while, close attention 
should be given to supportive therapy, and analgesic drugs should be used discriminatingly 


so as to lessen the risk of serious narcotic addiction. 


ALTHOUGH CANCER may not be painful at its onset, 
in many instances it eventually gives rise to pain 
that becomes progressively more severe and finally 
develops into a relentless suffering that causes 
physiologic as well as psychologic deterioration. 
The unfortunate patients who suffer from this 
disorder are soul-stirring sights, in great need of 
relief that all too frequently does not come. 

Notwithstanding the hopeless prognosis of such 
cases, the pain problem deserves an intelligent 
appraisal and, perhaps equally vital, a systematic 
plan for relief which will conserve the patient’s 
physical, mental and moral resources and his social 
usefulness as long as possible. The deplorable atti- 
tude of defeatism and therapeutic inactivity found 
in some quarters must be abandoned and replaced 
by courageous aggressiveness tempered by sane 
judgment. 

In view of these facts, it is surprising to note the 
obvious lack of interest in the literature about the 


problem of cancer pain. Even in the purely on- 
cologic literature, voluminous as it is, there is very 
little space devoted to it. Of the many textbooks 
on the various aspects of cancer, only two deal 
with the problem of pain management. This fact, 
together with the recent developments in this field 
emphasize the need for reorientation on this aspect 
of medical practice, particularly by the general 
practitioner, who by his enviable position in medical 
society, assumes the major responsibility in the 
over-all management of these patients. 

While it is true that the solution of this very 
difficult problem often requires the integrated ef- 
forts of the oncologist, radiologist, neurosurgeon 
and anesthesiologist, it is the general practitioner 
who, as the family physician, carries the burden of 
making the initial decision as to how the problem 
is to be handled. In order to discharge this respon- 
sibility properly, the practitioner must study and 
consider many facts in each case. It is necessary 
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to consider the site, type and mechanism of pain 
and its severity, the type of neoplasm and its 
grade of differentiation, the general health of the 
patient and the methods available for relief. Pain 
due to a rapidly growing, highly malignant tumor, 
in a cachectic patient whose life expectancy is 
judged to be a matter of weeks, presents an alto- 
gether different problem than pain due to a slow- 
growing neoplasm in a patient who is in fair physi- 
cal condition. 


Mechanism and Types of Pain 


The etiologic factors responsible for the pain 
in patients with cancer include: 

(1) Compression of nerve roots, nerve trunks or 
plexuses by the tumor, or compression by metastatic 
fractures of bones adjacent to the nerves, resulting 
in a radiculitis or neuritis which is accompanied 
by sharp, well-localized, projected pain. 

(2) Infiltration of the nerves and blood vessels by 
tumor cells, resulting in vasospasm and a peri- 
vascular and perineural lymphangitis and conse- 
quent irritation of the sensory nerve endings, pro- 
ducing a diffuse, burning pain—the so-called sym- 
pathetic pain. 

(3) Obstruction of the hollow viscera, particularly 
the gastrointestinal and genitourinary tract, with 
consequent distention and production of true vis- 
ceral pain which is characteristically dull, diffuse 
and poorly localized. 

(4) Occlusion of blood vessels, either partial or 
complete, by an adjacent tumor producing venous 
engorgement or arterial ischemia or both. 

(5) Infiltration, tumefaction and swelling in tissue 
invested snugly by fascia, periosteum or other pain- 
sensitive structures. 

(6) Necrosis, infection, inflammation and ulcera- 
tion of pain-sensitive structures producing pain which 
is frequently excruciating. 

The management of intractable pain of malignant 
diseases revolves about two main methods of ap- 
proach: (1) elimination of the cause by decreasing 
the size or completely eliminating the tumor, and 
(2) control of pain without affecting the neoplasm. 
In the first category can be included palliative 
operations, radiation therapy and the administra- 
tion of sex hormones and other specific substances ; 
while in the second category are analgesic drugs, 
neurosurgical operations and analgesic blocking. 
Before discussing these methods, a few words 
should be said about the value and importance of 
psychologic support. 


Psychologic and Physiologic Support 


In no other disease is the patient’s need for mora! 
encouragement and psychologic support so great. 
Patients with inoperable painful cancer soon guess 
the prognosis in spite of the efforts made to conceal 
their doom. Consequently they live in a state of 
wearisome apprehension. It is obvious, therefore, 
that these sufferers need more than mere allevia- 
tion of perception—the physical aspect. They re- 
quire the comfort of their physician, their family 
and their friends, for as Samuel Johnson once said, 
‘It is an alleviation of misery not to suffer alone.” 

In addition to the benefits made possible by 
modern science, the physician should bring the 
patient a sympathetic understanding, kindness, 
cheerfulness, reassurance and encouragement, and 
yet he should avoid false hopes and overoptimism. 
Since patients are quick to sense an attitude of 
defeatism or lack of interest, the physician should 
do all he can to instill into the patient confidence 
and a sense of security based upon the conviction 
that all will be done to relieve his suffering. The 
general practitioner, by virtue of the proper rapport 
and confidence which he has cultivated during the 
entire illness, is best qualified to carry out this 
phase of management. 

It seems almost superfluous to mention that 
supportive measures are also necessary in such 
cases. Nourishing food of high caloric value, good 
hygiene and competent nursing care, together with 
rest and sufficient sleep, are essential in relieving 
the suffering associated with cancer. 


Eradication of Tumor 


The most rational therapy for pain should entail 
the elimination of the cause. In case of incurable 
cancer, it is well recognized that various methods 
can be used to control pain by directly influencing 
the malignant growth. These include palliative 
operation, radiation therapy, castration and the 
administration of sex hormones, nitrogen mustard, 
radioactive compounds and other so-called specific 
agents. The relief of pain accompanying these pro- 
cedures is often dramatic. This represents a gain 
in time and courage, and these procedures should 
always be tried, when indicated, before resorting 
to narcotics or radical neurosurgical operations. 


PALLIATIVE TUMOR SURGERY 


Apart from the recent trends of ultraradical sur- 
gery for removal of tumors in efforts to cure the 
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disease, palliative operations are commonly being 
done for cancers no longer curable. Large, fungating 
or ulcerating, inoperable, primary or recurrent 
tumors are often very painful. They should be 
removed whenever feasible, even after metastases 
have occurred, to relieve the pain and eliminate the 
offensive odor which is frequently associated with 
such lesions. Frequently, merely cleaning the le- 
sions, removing the necrotic tissue and changing 
dressings several times a day is sufficient to relieve 
the patient. In addition, palliative “by-passing” 
operations are particularly indicated when a tumor 
is causing obstruction of a hollow viscus. 


RADIATION THERAPY 


Despite the fact that the effects of radiation 
therapy on pain are often unpredictable, relief is 
sufficiently striking in many cases to warrant trial. 
In addition to producing comfort, it frequently at- 
tenuates the growth and thus reduces toxicity 
and enhances systemic improvement with conse- 
quent gain in weight and strength and improvement 
of well-being and general outlook. Other palliative 
benefits consist of repression or healing of ulcera- 
tion, decrease or complete control of hemorrhage, 
healing of metastatic bone lesions and repair of 
certain pathologic fractures, suppression of cough 
and dyspnea in lung and mediastinal metastasis, 
retardation of localized and generalized metastasis 
and prolongation of life. 

The patients most likely to benefit from roentgen 
therapy include those with metastasis to bones from 
tumors of the glandular organs, particularly those 
from the breast, prostate, lung, kidney, thyroid, 
testis or uterus. Roentgen therapy also helps some 
patients with pulmonary metastasis from semi- 
noma, with hilar metastasis, with solitary metas- 
tasis to the lungs, with carcinomatous pleurisy and 
with metastasis to the skin. Occasionally the pain 
of liver metastasis can be relieved with x-ray thera- 
py. Pain due to inoperable carcinoma of the cervix, 
urinary bladder, kidney or lung (particularly pul- 
monary sulcus tumor), and pain due to Ewing’s 
tumor can be relieved with roentgen therapy. With 
some of these lesions roentgen therapy is combined 
with either surgery or endocrine therapy. If pain is 
so severe that radiation therapy is difficult, a pre- 
liminary nerve block of the painful site will afford 
sufficient relief to facilitate x-ray treatment. 


CasTRATION, ENDOCRINES AND OTHER AGENTS 


Castration, effected either by surgical removal 
or by radiation therapy, has proved effective in 
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causing regression of advanced breast cancer and 
cancer of the prostate. These procedures not only 
cause the primary cancer to regress, but frequently 
cause metastatic lesions to decrease or completely 
disappear, with consequent dramatic relief of pain 
and general improvement of the patient. 

Certain endocrine substances effectively relieve 
pain and other symptoms in some patients with an 
inoperable cancer. Androgens and estrogens, in 
breast cancer, and estrogens, in cancer of the pros- 
tate, are known to cause regression of the tumor and 
dramatic relief of pain. 

Certain other agents have proved effective in 
various specific types of tumors. Steroids are valu- 
able in multiple myeloma of the bones. Nitrogen 
mustards have been helpful in certain lymphoid 
neoplasms, particularly Hodgkin’s disease, lympho- 
sarcoma and leukemia. Some cases of thyroid 
metastasis have been successfully treated with 
radioactive iodine, and recently radioactive iron 
has proved effective in the treatment of cancer of 
the prostate. 

Whenever these agents are indicated, they should 
be used early before resorting to continuous nar- 
cotic therapy or neurosurgery. Also, if the pain 
warrants it, analgesic blocks may be used as pal- 
liative measures during the course of endocrine 


therapy. 


Symptomatic Treatment of Cancer Pain 


When the aforementioned measures prove totally 
or partially ineffective or are not feasible, it is 
necessary to control pain symptomatically without 
affecting the neoplasm. As previously indicated, 
the principal means for this purpose are general 
analgesics, neurosurgical operations or analgesic 
(nerve) blocks. These methods effect relief by pre- 
venting the perception of pain, by modifying the 
reaction to pain, or by doing both. 


ANALGESICS 


Cancer pain is most often treated with general 
analgesics. These include, approximately in order 
of potency, (1) nonnarcotic analgesics, hypnotics 
and sedatives; (2) intravenous infusions of alcohol 
or local anesthetic drugs; (3) cobra venom; and (4) 
narcotic analgesics. As a general rule, one should 
use the least potent analgesic which is capable of 
producing adequate relief. It is erroneous to think 
that a cancer patient is entitled to opiates as soon 
as the disease is known to have reached an in- 
curable stage. 
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Nonnarcotic Analgesics, Hypnotics and Sedatives. 
In its initial phase, whenin most instances it is 
mild, cancer pain can be effectively controlled with 
nonnarcotic analgesics, particularly aspirin given 
alone or in combination with a hypnotic, sedative 
or mild narcotic. Generous use of these drugs in 
patients with mild cancer pain postpones the need 
for narcotics. 

Since a true synergism exists, use of these drugs 
in combination, either with each other or in combi- 
nation with hypnotics or with a mild narcotic like 
codeine, is justified and rational. The combination 
with a barbiturate or with chloral hydrate is par- 
ticularly advantageous, because in many instances, 
the complaint which is termed “pain” by the cancer 
patient represents in part a manifestation of fear or 
anxiety. Moreover, the hypnotic drugs assure sleep 
—a most important consideration in these patients. 

When nonnarcotic analgesics no longer are ade- 
quate, they may be used in combination with 
codeine or a small dose of a stronger narcotic. Such 
a combination is far more effective than equivalent 
doses of the drugs used singly. 

Intravenous Administration of Alcohol and Local 
Anesthetics. Since Thurz first reported that intra- 
venous alcohol is effective for control of cancer 
pain, a number of clinicians have used this method 
with variable success. Treves found it effective in 
75 per cent of the cases treated. Ten per cent 
alcohol, administered intravenously at the proper 
rate, relieves mild to moderate pain by its euphoric 
effect and, to a lesser extent, by raising the pain 
perception threshold. It allays fear and anxiety and 
thus provides mental and physical relaxation with- 
out depressing respiration and without other un- 
desirable side effects. However, it must be ad- 
ministered under close supervision, and the rate of 
flow needs to be carefully regulated. Otherwise the 
patient may become inebriated and consequently 
restless, overactive and difficult to manage. There 
is something to be said also for the oral administra- 
tion of this agent. 

Intravenous procaine and related drugs have 
been disappointing Although an occasional patient 
with mild burning pain was relieved by intravenous 
procaine, pain due to compression of nerves, ob- 
struction of a viscus or other pain was not relieved. 
Even in instances where it was helpful, the effects 
were too transient. 

Moreover, not infrequently these patients became 
disturbed by the toxic reactions that usually occur 
when the blood level of procaine is high enough to 
effect analgesia. 


Cobra Venom. Since Monselesser and his associ- 
ates reported beneficial effects following the use of 
cobra venom in patients with cancer pain, this 
agent has had extensive trial in some clinics. In 
general, the results have been equivocal, and most 
clinicians have stopped using it. Recently Hills and 
Firor reported gratifying results in 30 patients with 
intractable pain by employing large doses of a 
purified preparation of venom (Cabroxin). These 
authors emphasized that maximum pain relief was 
not obtained until the third or fourth week ot 
treatment. They suggested that therapy be con- 
tinued for 30 days before it is considered ineffective. 

Narcotic Analgesics. The efficacy of narcotic 
analgesics (particularly opiates) for the pain of 
terminal malignancy is well known. When pain 
becomes severe and persistent and other more 
radical methods are not available or are contrain- 
dicated, the proper use of: narcotics is a great 
blessing to the patient. Unfortunately their effec- 
tiveness, low cost and ease of administration—very 
desirable qualities in any drug—are conducive to 
improper use. The practice of some physicians to 
“snow the patient under because the end is in- 
evitable” denotes a lack of understanding of the 
problem. Because it is very difficult to estimate the 
length of life in an individual case, such false 
humanitarianism may produce an unnecessarily pre- 
mature addiction, with consequent stupefaction, 
respiratory depression, headache, anorexia, nausea, 
vomiting and cachexia. Because tolerance develops 
rapidly, the patient may not obtain adequate relief 
in the later stages even with massive doses. 

Narcotic drugs are most useful in cases of severe 
pain to tide over those patients who are receiving 
radiation therapy, and to relieve debilitated patients 
who have a very short time to live and who are not 
candidates for more radical procedures. 

When pain is mild, codeine with aspirin and a 
nightly dose of a barbiturate will suffice. Codeine is 
a very useful and effective drug for cancer pain and 
should be used as long as it is effective. Occasion- 
ally it may be advantageous to use it in conjunction 
with intravenous alcohol. Percodan is a similar but 
more effective drug than codeine. 

When these are no longer effective and more 
potent analgesics are indicated, it is well to plan a 
systematic search for the most suitable drug because 
each patient responds differently to the . various 
effects of each narcotic agent. Consideration should 
be given to the analgesic efficacy as well as to the 
undesirable side actions of each drug. It should be 
remembered that tolerance develops at different 
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rates for the various effects of each drug. For 
example, tolerance for the analgesic and euphoric 
effects of morphine develops much more rapidly 
than tolerance for the constipating effects. More- 
over, while cross tolerance does develop between 
these drugs, it is never to the same degree, so that 
one drug can be substituted for another, with 
relatively smaller doses of the substituting drug. 

In spite of its many disadvantages, morphine is 
still the most commonly used potent narcotic 
analgesic in treatment of cancer pain. Methadone 
and its congeners compare favorably with morphine. 
These drugs have the advantages that they are 
readily absorbed when given by mouth, produce 
longer lasting and less sedative analgesic effects, 
the side reactions are slightly less severe and 
tolerance develops more slowly. They cause little 
or no euphoria in nonaddicted patients, and ad- 
diction develops more slowly and is milder. On 
the other hand, lack of euphoria may be a disad- 
vantage, particularly in the very terminal stages 
of cancer. 

Demerol also offers certain advantages to cancer 
patients since it can be given by mouth and causes 
less hypnotic effect or ‘respiratory depression, and 
other deleterious effects are milder than those of 
morphine. However, it does not produce analgesia 
to the same degree as morphine, and it does cause 
addiction. 

Metopon is a synthetic morphine derivative. 
Eddy feels that its effectiveness when given by 
mouth, its freedom from emetic action, and the 
retention of mental clarity with adequate analgesia 
make this drug particularly useful in the care of 
cancer patients. Houde, who has had a large 
experience with narcotic analgesic drugs at the 
Memorial Hospital, found metopon not a good 
substitute for morphine. 

Dromoran appears to produce longer analgesia 
and less gastrointestinal effects than morphine, but 
otherwise it is similar to the standard drug. It has 
been very effective in our clinic. 

Recently, Chlorpromazine has been found to be 
an effective synergist to narcotic analgesic in reliev- 
ing cancer pain. 

Following successful nerve blocks or operations 
that give complete or almost complete relief from 
pain, it may or may not be wise to decrease or 
eliminate narcotics. If the procedure is done early 
before the patient has become addicted, an attempt 
is made to discontinue the narcotics completely, 
and the patient is observed closely for withdrawal 
symptoms. On the other hand, for a patient al- 
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ready addicted, narcotics can be slowly decreased, 
but they should not be completely or suddenly 
withdrawn, particularly if the prognosis appears to 
be poor. Since nerve blocks or neurosurgical 
operations usually eliminate pain rather suddenly, 
it is wise to observe the patient for acute narcotic 
poisoning following these procedures. 


NEUROSURGICAL OPERATIONS 


For patients having severe, intractable pain of in- 
operable or recurrent neoplastic disease and for 
whom palliative procedures cannot be done or have 
been ineffective, and who are still in fairly good 
health, prolonged relief can sometimes be obtained 
by neurosurgical operations. Although this form 
of therapy is often considered a last resort because 
of its serious and radical nature and its irreversible 
effects, it should not be delayed unnecessarily until 
the patient is hopelessly addicted to narcotics. It 
takes much strength of character for a sympathetic 
physician to propose to the victim of inoperable 
malignant disease a procedure that carries a certain 
risk, a mental, physical and financial strain, and the 
fears and anxieties naturally inherent to major surgi- 
cal operations. However, when one considers that 
these procedures, when properly executed, afford re- 
lief until the patient’s death, the task becomes light. 

The selection of patients for neurosurgery 
should be made with considerable perspective and 
discrimination. Moreover, the patient and his family 
should be informed of the relative values of these 
procedures and of the possible failures and com- 
plications. This will help the patient who is over- 
anxious for surgical relief to decide on a less radical 
procedure and will prepare the patient in whom 
neurosurgery is definitely indicated for any failures 
or complications. When the facts are clearly under- 
stood, the patient’s decision should be respected as 
the best judgment. 

In selecting an operative procedure, it is neces- 
sary to consider (1) the site of pain, its mechanism 
and the nerve pathways involved; (2) the condi- 
tion of the patient; and (3) the ability of the neuro- 
surgeon. Once the decision to operate has been 
made, a procedure to produce optimum and certain 
results should be carried out. Compromising with a 
less radical operation, which may necessitate re- 
peated intervention, only serves to try the physical 
and mental resources of an already weary patient. 

Figure 1 illustrates the various neurosurgical 
operations for management of pain in general. 
Cancer pain is usually treated by (1) rhizotomy; 
(2) sympathectomy; (3) spinothalamic tractotomy 


Mesencephalic 
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Figure 1. Various neurosurgical procedures used for the management of intracta- 
ble pain. (From Bonica, J. J., The Management of Pain, Lea ¢> Febiger, 1953.) 
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in the spinal cord, medulla or midbrain; (4) tri- 
geminal tractotomy; or (5) cerebral operations. 

Peripheral neurotomy or neurectomy is occasionally 
used in localized cancer pain. However, since 
alcohol injections produce similar results, the 
latter is often used if peripheral nerve interruption 
is the method of choice. 

Rhizotomy constitutes interruption of sensory 
fibers at preganglionic levels and is the neurosurgical 
technique of choice in the management of cancer 
pain of the head and neck. Section of the sensory 
root of the fifth cranial nerve will relieve cancer 
pain of the anterior two-thirds of the head, with 
some exceptions. Section of the ninth and tenth 
cranial nerves will relieve pain in the throat. Sec- 
tion of the sensory roots of the upper cervical 
nerves will relieve pain in the posterior part of the 
head and neck. A combined operation is sometimes 
necessary in extensive lesions. Pain deep in the 
ear is difficult to eliminate, but may be relieved by 
section of the nervus intermedius (sensory portion 
of the facial nerve). 

Rhizotomy can also be used for localized pain in 
the trunk, provided only a few segments are in- 
volved and the growth is not likely to spread, such 
as obtains in pain due to compression fracture of a 
vertebra. Since this procedure results in loss of all 
modalities of sensation, it is not suitable for pain 
in the extremities. because loss of proprioceptive 
and touch sensation produces essentially a useless 
limb. In some unusual circumstances it may be 
justified. The disadvantage inherent to rhizotomy, 
besides the fact that it requires craniotomy or lam- 
inectomy, is that the pain may spread beyond the 
denervated areas as the lesion progresses. 

Sympathectomy is useful when combined with 
rhizotomy in cases where there is perivascular in- 
filtration by the tumor cells. Section of the splanch- 
nic nerves, by interrupting visceral sensory fibers 
and relieving visceral vasospasm, alleviates pain 
due to visceral cancer. Presacral neurectomy does 
the same for pain in the pelvis. 

Spinothalamic tractotomy in the spinal cord, often 
referred to as anterolateral chordotomy, is perhaps 
the most useful and most effective neurosurgical 
operation for the relief of cancer pain. When skill- 
fully carried out in properly selected patients, it 
produces complete relief in about 65 per cent of the 
patients, partial relief in another 25 per cent, and 
no relief in approximately 10 per cent. When the 
operation is done at the optimum level (first thoracic 
spinal cord segment), pain relief to the nipple level 
or a little below (T4 to T6) is produced. 
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Although the operation usually is performed uni- 
laterally for pain localized to one side, in dealing 
with cancer pain a bilateral section is indicated 
because the pain eventually involves both sides. 

Complications following bilateral chordotomy in- 
clude weakness or paralysis of lower extremities 
(20 per cent), and of the bowel and bladder sphinc- 
ters (40 per cent), abdominal disturbances (50 per 
cent), girdle pains and paresthesia above the level of 
anesthesia, orthostatic hypotension and loss of 
sexual function. 

Chordotomy, as usually performed, is unsuitable 
for pain above the nipple line. High cervical 
chordotomy (C2 level), has been done in an at- 
tempt to relieve pain in the breast and upper chest, 
the upper extremity and the neck, but the results in 
general have been unsatisfactory because the level 
of analgesia descended after the operation and pain 
returned. Furthermore, the postoperative course 
was usually stormy, and respiratory embarrass- 
ment frequently occurred. Section of the spino- 
thalamic tract in the medulla, pons or mesence- 
phalon has been attempted in such cases, but this is 
more difficult and produces more complications. 

Prefrontal lobotomy in the management of cancer 
pain has had enthusiastic acclaim in some quarters 
but must be considered as a last resort. This pro- 
cedure apparently benefits the patient with in- 
tractable pain in two ways: (1) by altering the 
patient’s pain pattern and his appreciation of pain, 
and (2) by altering the patient’s personality so that 
death is approached with apparent detachment and 
without emotion or concern. It would seem, there- 
fore, that the greatest value of this procedure lies 
more in the alteration of the patient’s personality 
and the consequent relief from the anticipation of 
death than in the actual relief of pain. Following 
this procedure, narcotics can be decreased or dis- 
continued, and although withdrawal symptoms 
occur, they are mild. 

Bilateral prefrontal lobotomy almost always pro- 
duces quite a striking change in the patient’s per- 
sonality. There is a peculiar apathy, and normal 
human qualities of compassion, restraint and moral 
values are blunted. It has been said that “the 
patient has lost his soul,” but this may be prefer- 
able to entrapment by intolerable pain and drug 
addiction. On the other hand, these effects some- 
times complicate rather than simplify the manage- 
ment of these patients. Moreover, it is not unusual 
for the pain to return with the passage of time. Uni- 
lateral lobotomy has fewer undesirable effects. 
However, pain returns more often and earlier. 
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Figure 2. On the left, photograph of a patient with fibrosarcoma of the left orbit with invasion of the maxilla. The pain was relieved 
with alcohol block of the left gasserian ganglion. Right, roentgenogram showing needle in the foramina valley prior to injection of 
gasserian ganglion. 


Figure 3. Photograph of a patient in position for subarachnoid injection of alcohol in the midthoracic region for relief of intractable 


pain due to metastatic cancer of the thoracic cage. a. (Left, below) Lateral view. b. (Right, below) View to show the angle the 
patient makes with the horizontal table in order to involve the posterior roots of the spinal nerves on the left side with the alcohol. 
This is due to the fact that alcohol, being a hypobaric solution, floats as a layer to the highest points of the subarachnoid space. This 
injection resulted in anesthesia of the left chest. Three days later the procedure was repeated with the patient on the opposite side in 
order to involve the right side of the chest. (From Bonica, J.J., The Management of Pain, Lea e Febiger, 1953.) 
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Obviously prefrontal lobotomy is indicated for 
patients with severe, terminal cancer pain which 
cannot be managed by other means. 

Topectomy, which consists ia excising isolated 
areas of the cerebral cortex, has been employed 
with some success for the treatment of intractable 
pain. It is said to relieve pain without causing pro- 
found personality changes, but it carries the risk of 


epilepsy. 
ANALGESIC (NERVE) BLOCKS 


In patients whose physical condition contrain- 
dicates major neurosurgical operations, pain is best 
treated with analgesic blocks. Although this method 
has certain limitations, it has a great deal more to 
offer than prolonged narcotic therapy. Effective 
blocks produce adequate relief of pain and enable 
the sufferers to receive more intensive radiation 
therapy and other forms of medical treatment which 
otherwise could not be tolerated. Properly executed 
blocks do not significantly add to the patient’s 
discomfort and are not accompanied by the de- 
pression and addiction of narcotic therapy. Nerve 
blocks do not tax the physiologic and psychologic 
resources of the patient to the same extent as do 
operations, nor do they impose the same risk. Most 
of the nerve block techniques are not difficult. 

The most significant disadvantage of nerve blocks 
is that sometimes inadequate relief results, either 
from failure of the original injection to interrupt 
completely all the nerve pathways, or as a result of 
spread of the pain beyond the anesthetized region. 
Moreover, occasionally chemical interruption may 
not last long enough to afford the patient relief of 
pain until death. This may be the result of failure 
of the block to last as long as anticipated or because 
the patient has lived longer than expected. For- 
tunately, since the block can readily be repeated, 
these disadvantages are not so significant as they 
might appear. A more important disadvantage is the 
development of complications during or following 
nerve blocks. Of these, accidental pneumothorax, 
total spinal anesthesia and chemical neuritis (with 
subsequent neuralgia, muscle weakness and in- 
volvement of rectal and vesical sphincters) are the 
more serious. These can be avoided by meticulous 
technique. 
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As already stated, nerve blocks are primarily 
indicated in patients who are unsuited for surgery 
or in those who refuse operation. They are also 
indicated in patients who have such rapidly grow- 
ing tumors that the life expectancy is considered 
to be only a few weeks or months. I believe that in 
such cases the benefit from an operation is not 
commensurate with the strain. This is especially so 
in view of the fact that the patient can be given 
adequate relief from pain with nerve blocks. It is of 
course true that the life expectancy cannot be 
accurately predicted, but since blocks can always 
be repeated, this is not a valid objection. 

A recent analysis of cases reported in the litera- 
ture revealed that of the many patients treated by 
alcohol nerve blocking, 63 per cent obtained com- 
plete relief, 23.5 per cent obtained partial relief, 
and only 13.5 per cent received no benefits from 
the blocks. These results compare favorably with 
those obtained with neurosurgical procedures. This 
should not be construed as a suggestion that alcohol 
nerve block should supplant chordotomy or any 
other neurosurgical operation, for the advantages 
of operation are well known and have been definitely 
stated in foregoing paragraphs. 

The selection of a technique depends upon the 
location and the nature of the pain. It is necessary 
to know the type of neoplasm, its grade of differen- 
tiation and the structures it might invade, so that 
a block which will afford sufficiently widespread 
analgesia is selected. For purposes of this dis- 
cussion, four corporeal territories are recognized: 
(1) the head and neck, (2) the upper extremity, (3) 
the trunk and (4) the pelvis and lower extremity 
(see frontispiece, page 34). For pain of the face, 
mouth, tongue, throat and neck, alcoholic injections 
of the trigeminal nerve or its branches, the glosso- 
pharyngeal nerve, the vagus nerves or the upper 
cervical spinal nerves are usually very effective. Pain 
below the neck can be controlled for weeks or 
months with subarachnoid alcohol block, paraver- 
tebral block or injections of peripheral or intercostal 
nerves. Figures 2 and 3 (on opposite page) represent 
illustrative case reports. 


An extensive bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP. 
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Che Child with a Fever 


BY KEITH HAMMOND, M.D. 
Paoli, Indiana 


“Fever, cause undetermined"’ is the most satisfactory diagnosis for patients who are undiagnosed 

after initial careful examination. Some of them soon develop obvious signs of the disease that is causing 
the fever. Others, after extensive studies, are finally diagnosed, but some just get well and no one 

is any wiser. A few have been well all the time—their temperature normally runs a little above the average. 


I must apmir that such terms as “‘liver-grown” to 
denote a generally debilitated child have gone the 
way of the bustle. Similarly, the ‘‘flux” and wonder- 
fully descriptive “bloody flux” are as archaic as a 
mustard poultice. Yet even in this enlightened era, 
I believe that if we will admit our limitations and 
descend from the science-tinged intellectual heights, 
the old diagnosis of “fever, cause undetermined” 
still has its place in the jargon of the modern man 
in white. This is particularly true in the field of 
pediatric diagnosis. 

I do not mean to imply that it would be good 
medicine to practice the dogged insistence of the 
notoriously die-hard medico who boasted that, 
“when I say they have pneumonia, they die with 
pneumonia.” However, I do insist that it is no 
insult to the spirit of Hippocrates to stall with an 
aspirinized delay of a reasonable number of hours 
while Junior is ill simply with “fever, cause un- 
determined.” One must admit that it is more honest 
than having your patient down with “flu” until the 
appearance of a stiff neck, rigid abdomen, coma or 


something equally ominous forces a diagnostic 
about-face. At least, in the former case you would 
be right, and he would have fever, the cause of 
which is unknown, but in the latter case you would 
be wrong since he never did have the “‘flu.” 

Actually I did not start out to be funny or ridicu- 
lous, but what has been said does bring out a point. 
Obviously, under many circumstances it is the 
better part of intellectual honesty to admit that 
you do not know. Then, those doctors who are 
professionally worth while will not abandon hope or 
become negligent, but will pursue the study of their 
case by continued observation and examination or 
whatever else seems to be required. Success then 
lies as much in perseverance or conscientiousness 
as it does in superior intelligence and intimate 
knowledge of details. 

There is, of course, no problem with a fever when 
its cause is obvious. What I have in mind is the 
child who has a fever, no leading symptoms, an un- 
informing physical examination and history, and in 
whom such simple laboratory work as urinalysis and 
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blood count are normal or are of no particular help. 
Such cases are not uncommon. Is there one of us 
who has not sweated out an unseasonable case of 
measles, sure that the child was not seriously ill on 
the one hand but, on the other hand, unable to 
satisfy the parents even so much as one day without 
a specific tag for their child’s illness? 

Under these circumstances one of several things 
may happen. Junior may defy diagnosis and lower 
mama’s and papa’s estimate of your professional 
abilities by recovering from his “fever, cause un- 
determined” after only a brief episode. However, 
after a few days of symptomless, signless, unex- 
plainable fever, he may be subjected to a barrage of 
laboratory tests, only to recover still undiagnosed. 
Under such circumstances many questions may 
enter your mind and you may entertain thoughts 
of such things as tuberculosis and histoplasmosis if 
you have failed to probe these possibilities. To the 
old folks the question is usually superfluous and 
they are happy to have simply a well child again 
(Figure 1). 

Transitory (dehydration or inanition) fever of 
the newborn on the second, third or fourth day 
need be mentioned only in passing for sake of in- 
clusion. However, it is not inconceivable that one 
might easily take an elevation of body temperature 
at this age as something innocuous, only to find 
later that a serious illness has been overlooked and 
possibly neglected. During this same period, and 
when other signs or symptoms may be absent, 
slight or misleading, it would be worth while to 
keep in mind hemorrhagic disease and intracranial 
hemorrhage. However, fever (or the absence of it) 
during the newborn period has much less value as a 
diagnostic feature than it does at later years in life. 
Meningitis, for example, may be present with or 
without an elevation of body temperature. The same 
is true with septicemia, but even rather minor 
illnesses may cause quite a high fever. 

The possibility remains that the feverish child 
does not recover, does not develop any leading 
signs or symptoms and becomes more or less of a 
diagnostic problem. The discussion of diagnosis in 
such an instance might reach the proportions of a 
table-top reference volume with an alphabetical list 
of illustrious contributors. It was my unpretentious 
intention to mention only a few of the common in- 
the-office or at-the-bedside considerations along 
these lines, especially as they are encountered in a 
rural practice. 
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Sudden High Fever 


First, consider the child with a sudden very high 
fever. Recall that we are discussing only those cases 
in which physical signs, symptoms and simple 
laboratory studies leave you still puzzled and es- 
sentially unenlightened. The first thought that 
occurs is a reflection upon what infectious diseases 
are currently going the rounds of the small fry in 
this community or which might be expected to 
occur at this time of year. It is this factor that makes 
every fever an emergency during the summer 
months when mama’s polio consciousness rises to 
and beyond the dog days. Fortunately mama is 
usually wrong, but she must be taken seriously. 
There is nothing much easier to miss than polio- 
myelitis in its incipiency, although the wise course 
is to practice some watchful waiting rather than go 
spinal-puncture happy. After all, there is no emer- 
gency treatment for polio unless an emergency con- 


GP « November, 1954 


Figure 2. 


dition, notably interference with respiration, oc- 
curs. The mother should be told some of the things 
that might mean impending danger if polio is 
suspected. 

Measles, too, causes a lot of trouble when seen 
out of season or early in the season. This is par- 
ticularly true since fever may precede the Koplik’s 
spots by four or five days and the rash by five or six 
days. The cough, at the onset, is not diagnostic and 
the Koplik’s spots, although pathognomonic, may 
be transient. Add the red eyes to the cough and 
fever, and you will still be wrong if you call them all 
measles. It follows, then, that your diagnosis may 
need to be “f.,c.u.” for a while. 

Rubella, because of the short prodromal period 
and the lymphadenopathy, will be less canfusing 
than xanthum subitum (roseola infantum or the 
sixth disease). The doctor is usually pressed unduly 
in these cases of roseola because his little patient is 
only a tender 2 years of age, seldom over 3, and 
may have quite a high fever and no other signs or 
symptoms for three or four days. Add to this a 


spasm in a convulsion-susceptible child, and mama 
may quickly start thumbing the yellow pages of the 
phone directory to “P” for “‘physician”’—just any 
physician. Fortunately the appearance of the rash 
marks the beginning of a sudden end to the disease, 
establishes a diagnosis, saves you by the bell, satis- 
fies the child’s parents, and baby has had just one 
more kind of measles. This still leaves erythema 
infectiousum (the fifth disease) and the fourth dis- 
ease (parascarlatina or Duke’s disease). If you call 
scarlet fever the third disease it makes things so 
much easier to remember! First, measles; second, 
rubella; third, scarlet fever; fourth, parascarlatina ; 
fifth, erythema infectiousum (annular rash); and 
sixth, roseola (Figure 2). 

Before leaving the common childhood infections, 
it would be appropriate to mention a complication 
of measles and mumps in particular, namely. 
encephalitis. Although pointed signs and symptoms 
may appear, there may be a few hours when there is 
little of significance, other than the fever. Since the 
complication may arise after all other signs and 
symptoms have subsided, simply remembering the 
condition may put you on the alert to such things 
as headache. vomiting and convulsions. 

The error of mistaking pneumonia for intra- 
abdominal disease, particularly acute appendicitis, 
has been pointed out with monotonous frequency. 
However, it is one of those things that could happen 
also to you. It seems to me that, given a child with a 


Figure 3. 
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sudden rather high fever, nausea, vomiting, upper 
abdominal tenderness and perhaps even lower 
quadrant pain, a diagnosis of lobar pneumonia 
should be entertained. If the white count is 20,000 
or more, this diagnosis should be lavishly enter- 
tained. This holds true even in the absence of 
cough or physical signs referable to the chest, and 
the abdomen should not be opened before an x-ray 
examination of the chest is made (Figure 3). 


Prolonged Low-grade Fever 


A prolonged low-grade fever in which physical 
signs, symptoms, and simple laboratory tests are 
noninforming may be interesting, heartbreaking or 
both. I am assuming that this is one of those cases 
in which a diagnosis is eventually reached. It will be 
interesting if a curable condition is uncovered and 
treated, but it may also be heartbreaking when you 
uncover a fatal ailment and can _ prognosticate 
nothing better than an untimely death for your 
little patient. Of all the diseases which may mas- 
querade as a benign ailment in its incipiency only 
to lead eventually to the grave, no relatively com- 
mon one compares with tuberculous meningitis. 
Add to this the possibility that a cure may be ef- 
fected in its early incipiency, and the responsibility 
of this child’s doctor takes on the nature of his role 
in more easily recognized emergencies. I have 
nothing to add beyond this except to remark that I 


Figure 4. 


++ whe says kids around here don’t have worms? 
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. +. he may have a little fever and be healthy. 


Figure 5. 


have yet to see, in my own practice, a child with 
tuberculous meningitis in which the source of in- 
fection was not easily traced and was even usually 
well known. 

Forbidding disease is fortunately not the cause 
of most persistent low-grade fever. Consider, for 
instance, infected tonsils, and I believe that this, 
with the associated lymphadenitis, will be one of 
the commonest causes. Furthermore, it may not be 
at all obvious that the mischief lies in the tonsils. 
Tonsillectomy may dramatically correct the condi- 
tion and lead to a remarkable improvement in 
general health. After a head-to-toe examination you 
might still have missed an otitis, even without pain. 

Although rheumatic fever may be treacherous 
and may be easily overlooked, it would be better to 
be satisfied with “fever, cause undetermined,” than 
to burden the child and the parents with a mistaken 
diagnosis of rheumatic fever on the basis of little 
other than a persistent low-grade fever and an 
elevated sedimentation rate. Such a rash disregard 
of rheumatic fever as a diagnostic possibility would 
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only follow thorough studies to include electro- 
cardiogram, repeated physical examinations and a 
reasonably long period of observation. 

_ No study of a child with a persistent low-grade 
fever would be complete without tuberculin testing 
and perhaps even histoplasmin testing, if possible. 
Included too would be a careful examination of 
stained blood smears for abnormal forms, eosino- 
philia, routine agglutination tests, etc., as well as a 
stool examination for parasitic infestation. The 
child who is anemic from any cause may run a low- 
grade fever. 

It is very easy to be lulled into the false belief 
that children in some localities practically never 
have intestinal parasites. I once knew a mother 
whose child had a voracious appetite for plain 
garden soil and had been repeatedly told that this 
peculiar appetite did not indicate parasites. Her 
exasperation was evident, her victory complete 
and her opinion of American Medicine vindicated 
when she triumphantly brought some 15 or 20 
squirming round worms in a Maxwell House coffee 
can for my inspection (Figure 4). 

Still to be considered as possible causes for the 


fever, after all these things have been done without 
arriving at a diagnosis, would be a number of condi- 
tions. 

A bacteremia or a hidden abscess, such as one 
in brain, kidney or subdiaphragmatic area, would 
need to be investigated. Drug reactions or allergies 
may be responsible, and Hodgkin’s disease would 
not have been eliminated. 

Finally, it must be admitted, that some children 
may habitually be found with a slightly elevated 
body temperature, and search as you will, the cause 
may never be found (Figure 5). The child may be 
perfectly healthy and, in such a case, your entire 
therapeutic approach is directed toward mother 
with the aim of reducing her thermometer con- 
sciousness to a satisfactory minimum. 

A thermometer, in the hands of an apprehensive 
mother, may be more of a hindrance than a help to 
her child’s physician. Under these circumstances 
the well-heeled or overworked doctor may come to 
wish that the frustrated mama would get out of his 
hair. On the other hand, the young and ambitious 
physician with the frayed cuffs may feel that “all 
small fevers are gratefully accepted.” 


NUMBER THREE IN A SERIES 


Briefs in Psychotherapy 


BY JOHN R. CAVANAGH, M.D. 


DON'T ignore the “psyche.” 


DO consider the patient as a person. 


Don’r THINK of the patient as a liver, a brain or 
other bodily organ. Remember that he is a person 
who also has feelings, emotions and conflicts. The 
latter can cause more trouble to the patient than any 
somatic disease. Man is composed of a body and 
soul. Any study based on either, to the exclusion of 
the other, is bound to be incomplete. 

Never forget the dignity of the patient as a person. 
Treat him as an equal. Do not talk down to him. 
Listen to what he has to say. Remember he is the 
one who has lived with the complaints. Maybe he 


should say ‘Remember I am the Patient”’ when you 
so pontifically pronounce, “I am the Doctor. I know 
what is best for you.” 

Make suggestions, help the patient solve his prob- 
lems, but avoid being authoritative. Do not play 


God. Be humble and be a good physician. 
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BY GEORGE O. BAUMRUCKER,M.D. 
Hinsdale, Illinois 


Obstinate enuresis can be controlled in most cases by drug therapy. The parasympatholytic drug, 

homatropine methylbromide, relaxes the urinary bladder and thus increases its capacity. Side effects from this drug 
are not noted within the dosage range necessary. A sympathomimetic drug like one of the amphetamines 

can be used simultaneously, to increase sphincter tone and to help in cerebral control of the problem. 


ALTHOUGH COMMON ENOUGH in early childhood, 
bed-wetting is not limited to children of preschool 
and elementary school ages. Surveys of the inci- 
dence of nocturnal enuresis served to demonstrate 
its continuance into the third and fourth decades of 
life. 

Its treatment and effective control are therefore 
of prime importance to the young child to help him 
establish socially accepted habit patterns. This re- 
port relates to an experience in the pharmacologic 
management of functional enuresis in 17 patients, 
ranging from 6 to 32 years of age. 

Functional enuresis in my experience has been 
much more common by far than that caused by 
organic or urologic conditions. This type of enure- 
sis is most commonly the result of a combination of 
psychologic and neurogenic factors. However, the 
organic causes of enuresis should be recognized by 
the physician and are therefore included for the 
sake of completeness. The conditions frequently 
associated with enuresis are, in the order of their 
frequency: bacillary cystitis with its associated 


spastic and irritable bladder; bladder neck polyps 
and bladder neck fibrosis; posterior urethritis and 
inflammation of the verumontanum; severe urethral 
stricture; and congenital urethral valve. An over- 
flow incontinence from a large bladder with a partial 
bladder neck obstruction is often misinterpreted as 
an enuresis. 


Anatomic and Physiologic Considerations 


Anatomically, the bladder receives its nerve sup- 
ply from autonomic nerves. Stimulation of the 
sympathetic (presacral or hypogastric nerve) pro- 
duces contraction of the internal sphincter—an 
action apparently not important to micturition. The 
pelvic nerve (parasympathetic) contains sensory 
fibers which convey the sensation of bladder stretch- 
ing, that is, filling; stimulation of its motor com- 
ponent produces contraction of the detrusor muscle 
promoting the active expulsion of bladder contents. 
Although the external sphincter is not an anatomic 
subdivision of the bladder, it plays an important 
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role in bladder filling and emptying. It receives 
somatic innervation via the pudendal (pudic) nerve; 
stimulation of this somatic nerve produces contrac- 
tion of the sphincter which thus prevents the exit of 
urine from the bladder. 

Physiologically, micturition is a reflex response 
resulting from the stretching of the detrusor muscle 
as the bladder fills. The act itself is inhibited by 
impulses from the higher centers which cause con- 
traction of the external sphincter until a socially 
convenient time and place are found. When these 
conditions are met, voluntary action abolishes the 
inhibitory impulses, the detrusor contracts while the 
external sphincter relaxes, and the bladder is 
emptied. 

In view of these considerations, a pharmacologic 
approach to the problem of functional enuresis was 
adopted. Drugs were employed whose autonomic 
action might be expected to control bed-wetting 
either by increasing bladder capacity or by de- 
creasing bladder irritability, and thereby permit the 
patient to retain his urine for longer periods of time. 
Such pharmacologic results can be achieved either 
with parasympatholytic agents which cause hypo- 
tonicity of the bladder and thus increase bladder 
capacity directly, or by sympathomimetic drugs 
which produce increased tone of the external uri- 
nary sphincter and thus increase bladder capacity 
indirectly. 


Drug Therapy 


The belladonna-atropine drugs produce a para- 
sympatholytic effect, apparent in the relaxation of 
visceral organ tone. The undesired effects of the 
belladonna alkaloids, such as pupil dilatation, dry- 
ness of the mouth and cycloplegia with loss of ac- 
commodation, must be expected when these drugs 
are used in therapeutic amounts. In order to avoid 
such side effects, homatropine methylbromide 
(Mesopin) was used in this study because it has 
milder atropine effects. This drug, even when given 
in therapeutic amounts daily for as long as three 
consecutive months, produced no uncomfortable or 
undesired effects. 

Homatropine methylbromide alone produced 
some degree of success in all of the enuretic chil- 
dren. Those who had formerly wet the bed every 
night had enuresis only once a week or once every 
two weeks while taking this drug, some after only 
one week of treatment. 

Additional control of enuresis was produced in 
seven patients by the inclusion of racemic ampheta- 
mine sulfate or d-amphetamine sulfate in the phar- 


macologic regimen. These are sympathomimetic 
drugs which increase sphincter tone. 

' The dosage schedule was based upon the age and 
weight of the children: two or three 2.5 mg. tablets 
of homatropine methylbromide daily with 2.5 or 5 
mg. of d-amphetamine given late in the afternoon or 
early evening. The first several children in this 
study received homatropine methylbromide with 
phenobarbital (Mesopin-PB), and this preparation 
produced a very satisfactory result in itself. The 
success seemed due both to the relaxant effect of 
the homatropine methylbromide on the bladder and 
to the sedative effect of the phenobarbital on the 
child’s general irritability. Smaller children, 4 to 5 
years of age, received only one-half tablet of homa- 
tropine methylbromide three times daily. 

The amphetamine drugs have a twofold action: 
they mildly increase the tone of the external urinary 
sphincter and also exert a mild antisleeping effect. 
There appears to be a common belief among most 
physicians that enuretic children sleep too soundly 
and therefore have an inadequate control of the ex- 
ternal sphincter, because they fail to respond with 
sphincter contraction when the bladder is full. What- 
ever the cause may be, the fact remains that there is 
a developed resistance subconsciously to a full blad- 
der sensation in enuretic children. 

An incidental finding appears to support this be- 
lief: homatropine methylbromide with phenobarbi- 
tal improved the enuresis in some children, but in 
the younger patients it encouraged a sound sleep 
and thus appeared to defeat the purpose of attempt- 
ing to achieve personal control of sphincteric action 
during the night. The combination of plain homa- 
tropine methylbromide, one-half tablet three times 
daily. with a small dose (2.5 mg.) of amphetamine 
late in the day appeared to be more satisfactory in 
these younger children. 

Periods of active therapy for one month alternat- 
ing with periods of rest for two weeks to a month was 
adopted as a therapeutic schedule. As control of 
enuresis developed under this regimen, a mainte- 
nance dose of one to three homatropine methylbro- 
mide tablets daily was employed, depending on the 
age of subject. 

Older persons did not respond as satisfactorily to 
this mode of therapy as did the younger ones. Two 
older girls, age 20 and 24 years respectively, had 
daytime stress incontinence since childhood besides 
the enuresis. They showed no significant improve- 
ment on homatropine methylbromide or d-ampheta- 
mine sulfate after two months’ treatment. However, 
in the one girl, age 24, when the dose of homatropine 
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methylbromide was increased to six tablets a day with 
5 mg. of d-amphetamine at bedtime, plus an occa- 
sional addition of two more homatropine methylbro- 
mide tablets at bedtime, it was noted that, for the 
first time in her life, she did not wet the bed any 
night for several consecutive weeks. Enuresis in this 
patient, however, returned. A tentative diagnosis of 
sphincteric weakness requiring surgical correction 
was considered in these two patients. 

Summary of Results. There was a definite im- 
provement in enuresis in 14 of the 17 children 
treated, and almost complete control of bed- 
wetting in six. In general, better results occurred 
in the younger children, a more normal habit pat- 
tern being easier to establish in them. In seven pa- 
tients, the addition of d-amphetamine appeared to 
produce a better effect. 

No undesirable side effects occurred in any of 
these patients during the course of therapy. Once 
control of enuresis was achieved, the use of homa- 
tropine methylbromide alone in small doses was 
adequate to maintain this state of improvement in 
most patients. Two were fully relieved of enuresis 
without other drugs, while two others (adults) were 
relieved only with the addition of 5 mg. of d-amphe- 
tamine sulfate at bedtime. 


Psychologic Factors in Enuresis 


Many enuretic children are of a nervous disposi- 
tion, and this nervous tendency may be manifested 


in a hypertonicity of the bladder resulting in fre- - 


quency of urination. For example, one 16-year-old 
adopted girl exhibited frequency of urination every 
hour during the daytime when she attended classes. 
This frequency stopped as soon as school was over 


for the summer vacation. This demonstrates that an 
irritable bladder exists in some children, with fre- 
quency or enuresis as an outward sign of emotional 
conflict. Such conflict may conceivably arise in the 
first instance from parental rebukes for nocturnal 
bed-wetting, while the persistence of enuresis indi- 
cates the establishment of an unsatisfactory anti- 
social habit pattern of the vicious cycle type. 

This habit pattern of children with enuresis can 
be blocked or stopped with appropriate drugs ad- 
ministered for several months. The patient is thus 
enabled to break the habit altogether without the 
protracted use of any medication later on. 

Most of the children studied received medication 
daily for one to three months. A favorable response 
was noted in the first week or two of treatment with 
respect to decreased episodes of bed-wetting. This 
was a finding of some significance, since many of 
our patients had already received other common 
forms of antienuretic therapy without success. 
These had included decreased fluid intake at bed- 
time, scheduled nightly lifting of the child for 
bladder emptyings, attempts at psychologic ap- 
proaches to the problem and reward regimens. 

A simple form of psychotherapy directed not only 
toward the patient, but the family as well, must be 
used with any treatment of enuresis. A continually 
nagging attitude by the mother regarding the child’s 
inability to hold his urine is to be discouraged. 
Mothers were instructed to adopt a positive attitude 
of encouragement during the course of the treat- 
ment. An uncooperative mother can act as a further 
irritant to her child and increase the severity of the 
enuresis. On the other hand, an occasional case of 
enuresis was found to exist in children whose home 
life was apparently quite normal. 


A SMALL TUMOR located anywhere along the cerebrospinal axis may 
cause increased intracranial pressure, papilledema and communicat- 
ing hydrocephalus. This is due to the escape of serum protein into 
the cerebrospinal fluid through the imperfect walls of the blood ves- 


A Cause sels of the neoplasm. The protein molecules become piled up against 


for Papilledema 


the semipermeable membrane that constitutes the brain-blood bar- 
rier. This progressive deposition causes partial obstruction of the 
absorptive areas of the cerebrospinal fluid, with resulting rise in pres- 


= sure. The same process may operate in the Guillain-Barré syndrome 


to produce papilledema. This process is completely reversible as 
contrasted to that which occasionally follows a purulent meningitis. 
—W. J. Garpner, M.D., D. K. Sprrizer, M.D. anp C. Wurrren, 
M.D., New England J. Med., 250:932, 1954. 
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Aneurysms 
and Occlusive Disease 
of the Aorta 


BY MICHAEL E. DeBAKEY, M.D. 
DENTON A. COOLEY, M.D. 
AND OSCAR CREECH, M.D. 

Houston, Texas 


THE MOST COMMON and serious forms of aortic 
disease are aneurysms and occlusive lesions. Both 
produce progressively disabling symptoms and, 
ultimately, lethal complications. Until relatively 
recently, treatment of these lesions has been un- 
satisfactory and, at best, only palliative. Because of 
increasing dissatisfaction with these methods of 
therapy and because of the gravity of these condi- 
tions, a more aggressive surgical approach to the 
problem seemed justifiable. Efforts have therefore 
been directed, during the past five years, toward 
development of a method that more closely ap- 
proaches the ideal objectives of surgical therapy, 
i.e., extirpation of the diseased part with restoration 
of normal function. 

In general, two methods of excisional therapy 
may be employed, depending upon the nature and 
location of the lesion. In sacciform aneurysms, for 
example, in which the neck is relatively small and 
surrounding aortic wall suitable for suture, excision 
of the aneurysm may be performed distal to the 
occluding clamp at its neck with lateral aortorrhaphy 
to repair the aortic defect. In fusiform aneurysms, 
however, the second method of excisional therapy 
is usually necessary, consisting in resection of the 
involved segment of the aorta and repair of the 
defect by means of an aortic homograft to restore 
normal circulation. 


Figure 1. Patient with a sacciform aneurysm of the ascending 
aorta, shown protruding through the anterior thoracic wall 
with erosion of the sternum. 


Figure 2. Anteroposterior roentgenogram of the same patient 
as in Figure 1, showing a round area of increased density pro- 
jecting into the right pulmonary field, representing a sacciform 
aneurysm of the aorta. 


4 Figures 1 through 4 show treatment of sac 

— 
: . —  « 
2 


Figure 3. Drawing made at operation in the same case, illustrat- 
ing the method of excision of a sacciform aneurysm and lateral 
aortorrhaphy. a, Anterior right thoracotomy has been em- 
ployed. », After mobilization of the neck of the aneurysm, an 
occluding clamp is applied tangentially across the neck of the 
aneurysm and excision is performed distal to the occluding 
clamp. ¢, Lateral aortorrhaphy is performed to repair the 
defect, with use of interrupted mattress sutures reinforced with 


overlying figure-of-cight sutures. 


Figure 4. Postoperative roentgenogram of the same patient, 
showing relatively normal contour of the mediastinum. 


Figure 5. Anteroposterior roentgenogram of the chest, showing a 
lobulated area of increased density projecting into the left pul- 
monary field of the mediastinum, representing a fusiform 
aneurysm of the descending limb of the arch of the aorta, This 
patient is a white man 31 years of age who complained chiefly 
of progressive hoarseness and thoracic pain of about six months’ 
duration. The patient had a severe crushing injury of the chest 
in March, 1945, which produced massive left hemothorax and 
was successfully treated by repeated thoracenteses. He was dis- 
charged from service in July, 1946 with a diagnosis of “aneu- 
rysm of the aorta, nonsyphilitic.” 


Figure 6. Aortogram of the same patient as in Figure 5, showing 
a fusiform aneurysm arising at the level of the origin of the left 


subclavian artery. 


th gorta by resection and homograft replacement. 
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Figure 7. Photograph of the same patient taken at operation, 
showing aortic homograft in place and functioning. The pro- 
cedure consisted in left thoracotomy to expose the aneurysm and 
arch of the aorta and application of an occluding clamp to the 
arch of the aorta just distal to the left common carotid artery, 
with similar application of an occluding clamp to the descending 
thoracic aorta below. This was followed by excision of the in- 
volved segment of aorta between the occluding clamps and re- 
placement by aortic homograft. Anastomosis was performed with 
continuous 0000 arterial silk. The procedure was done under 
general hypothermia with a body temperature of 82°F. The 
aorta was occluded during the operation for 62 minutes. 


Figure 8. Postoperative roentgenogram of the patient, showing 
relatively normal appearance of the aortic shadow. The patient 
has completely recovered and has returned to work. 


Figure 9. Oblique roentgenogram of the abdomen of a 66-year- 
old man who complained of abdominal and low back pain, 
showing a large soft tissue shadow anterior to the lumbar 
vertebrae outlined by flecks of calcium in the wall, representing 
a fusiform aneurysm of abdominal aorta. 


Figure 10. Photograph of the same patient as in Figure 9, taken 
at operation, after mobilization and exposure of a large fusiform 
aneurysm of the abdominal aorta. Umbilical tapes have been 
placed around the proximal aorta above and the common iliac 
arteries below. 
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Figure 11. Photograph of the same patient taken at operation, 
following excision of the aneurysm and showing functioning 
aortic bifurcation homograft in place. 


Figure 12. Sagittal view of the excised specimen in the same case, 
illustrating a fusiform aneurysm with pronounced destruction 
of the wall and laminated clot peripherally with degenerative 
changes between them. 


Figure 13 a, Abdomen is opened through a midline incision; b, 
the posterior parietal peritoneum and ligament of Treitz are 
incised; and ¢ and d, clamps are applied to the aorta proximally 
and to the common iliac arteries distal to the aneurysm. 


‘ . = 


Vertebrat A. 


Figure 14 a, Resection of the aneurysm and ligation of the lumbar 
arteries; b through e show proximal anastomosis begun with 
two sutures placed posteriorly and tied together; €, these are 
continued as over-and-over sutures and tied anteriorly. 


Figure 15 a, Completion of the anastomosis of the proximal aorta 
and left common iliac artery; b, implantation of graft and 
closure of the posterior peritoneum. 


- Figures 16 through 19 are illustrative of the treatment of 
_ disease of the abdominal aorta by resection and homograft 
replacement. This was a white man, 47 years of age, with pro. 
gressively severe intermittent claudication in the hips and legs of 
one year's duration absence of 


Figure 16. Aortogram that reveals complete occlusion of the 
abdominal aorta just above the bifurcation. 


Figure 17. Photograph of the same patient at operation, showing 
the transected aorta immediately above the bifurcation and com- 
plete occlusion of the kumen. 
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Figure 18. Photograph taken at operation, showing resection of 
the occluded segment and aortic bifurcation homograft in place 
and functioning. Circulation was completely restored with 
normal pulses in the lower extremities and complete relief of 
symptoms. 


Figure 19. Low-power photomicrograph of the excised specimen 
of aorta taken at the level of the bifurcation, showing complete 
occlusion of the lumen by a thrombus with extensive prolifera- 
tive and atheromatous mural changes. 


_ The material in this pictorial essay . 
_. from the Department of Surgery, 2 
_ Baylor University College of Medicine, ‘ 
won the Hektoen Gold Medal Award, = 
Scientific Exhibit for Original Scientific 
Investigation, 103rd annual meeting 
Of the American Medical Association, 4 
Francisco, June 21-25, 1954. 

RESULTS 
Type Aortic Disease No. Recovered Died 


i 3 0 3 
Abdominal 67 52 te) 13 2 15 
Occlusive 
Thoracic 8 0 
Abdominal 34 27 4 1 2 3 
Total 120 95 4 17 4 


21 
(14%) (17.5%) 


Figure 20. Tabulation, according to the type of lesion, of the 
results of excision and replacement with aortic homograft in the 
120 patients thus far treated. As shown in the table, 95 of the 
99 who survived the operative procedure obtained striking or 
complete relief of symptoms. Most of the 21 deaths in the series 
were directly attributable to severe cardiac or renal disease. 
The period of observation in this series is admittedly still too 
short to permit final evaluation, but the early results have been 
extremely gratifying. This, together with certain other clinical 
and experimental observations on the use of aortic homografts, 
has led us to believe that surgical excision with replacement 
with aortic homografts is the most effective currently available 
method of treating aneurysms and occlusive disease of the aorta. 
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Caprylic Acid Creatment 
of Crichomonas Vaginitis 


BY WALTER J. REICH, M.D. 
MITCHELL J. NECHTOW, M.D. 
NATHAN SUBOTNIK, M.D. 
ALVIN KURZON, M.D. 

AND JEROME B. REICH, M.D. 


Gynecologic Clinics of Cook County and Grant Hospitals, Chicago 


In 104 patients having Trichomonas vaginitis, 
treatment consisted solely in the use of caprylic acid 
in various forms. Ninety-two patients 

were clinically cured and free of the organism, 

as determined by hanging drop examinations. 

Four patients were relieved of symptoms 

but the organism persisted in vaginal secretions. 
Only eight patients did not respond to the therapy. 
There were no recurrences of infection in 53 

of the patients re-examined during four months 
after completion of therapy. The results suggest 
that the pH of vaginal secretions makes little 
difference in likelihood of cure, 

providing a good trichomonacide is used. 


AttHouGcH Trichomonas vaginalis vaginitis has 
been treated in innumerable ways, it still ranks as « 
persistent offender that we have not been able to 
subdue satisfactorily. Its common occurrence, re- 
sistance to treatment and frequency of recurrences 
indicate the need for a good trichomonacide. 

In a recent investigation concerning the ef- 
ficacy of caprylic acid in the treatment of Monilia 
vaginitis, it was noted that even where a mixed in- 
fection was present (Monilia and Trichomonas), 
clinical and laboratory cures were effected with 
this medication. This finding prompted our present 
study on the value of caprylic acid in the treatment 
of Trichomonas vaginitis. 

The patients studied in this investigation were 
collected from the outpatient services of the gyne- 
cologic clinics at the Cook County and Grant Hos- 
pitals, Chicago, and from private practice. 

All patients who complained of a vaginal dis- 
charge were screened for Trichomonas by the hang- 
ing drop method. Positive cases were referred for 
therapy initiated on the same day. Clinic visits 
were made once weekly, and private patients were 
seen one to three times a week to evaluate the dif- 
ference, if any, in the frequency of treatment, al- 
though the duration of treatment was equal in both 
groups of patients. 

Any patient, thus followed, who had three con- 
secutive negative hanging drop examinations after 
therapy had been maintained for four weeks (and 
through one menstrual period) was considered 
cured. Follow-up examinations were made one 
month after completion of the treatment immediate- 
ly after the menstrual flow had subsided, and sub- 
sequently at four-week intervals wherever possible. 

All patients with subjective complaints and posi- 
tive smears were placed on the following regimen: 

1. With a speculum in place, the vagina was 
thoroughly cleansed of its discharge, utilizing a 
liquid solution of 20 per cent sodium caprylate 
(Caprylium Compound, Strasenburgh) diluted one 
part to three in tap water. 

2. The vaginal tract was allowed to dry. 

3. The mucosa was then generously coated with 
the powdered form of the medicament, the entire 
vaginal canal covered thus by rotating the speculum. 

4. Five grams of the vaginal creme was deposited 
in the posterior fornix. 

5. The patient was instructed to douche nightly, 
utilizing the liquid solution diluted one tablespoon 
to a quart of warm water, or specially packaged 
forms containing 3 grams of the powdered sub- 
stance ready for dissolution in water. Following 
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this procedure, the patient applied the vaginal 
creme with a dispensed applicator. 

This treatment was carried out through the 
menses if present. No douche or creme was used on 
the evening prior to reporting for treatment. Smears 
were taken weekly. If a cure was obtained, the pa- 
tient was instructed to return in one month after the 
menstrual flow had subsided. At this time, the hang- 
ing drop was again repeated. 

Trichomonas vaginalis vaginitis was detected in 
122 patients. Of this number, 104 women completed 
the prescribed course of therapy. We were unable 
to evaluate the remaining 18 because of their 
failure to return at the necessary intervals. Many of 
these, however, had negative smears but were ex- 
cluded from the statistics because they did not con- 
form to our standards for cure. Despite intensive 
treatment, which was carried as long as eight weeks 
in some cases, no results were obtained in eight pa- 
tients. (The hanging drop examination was persis- 
tently positive and only minor subjective relief was 
noted.) In four women, while the smears remained 
positive, there was marked subjective improvement. 

A total of 92 cases (88.4 per cent) were judged 
clinically cured and conformed to our laboratory 
standard of three consecutive negative hanging 
drop examinations taken at weekly intervals. Fifty- 
three women have been followed from two to four 
months post-treatment without recurrence. 

We have now employed this medication in the 
management of vaginal discharges due to either 
Monilia or Trichomonas in some 250 patients re- 
ceiving from one to eight clinic treatments and aver- 
aging 30 self-administered treatments. At the time of 
this writing, only one allergic reaction has been 
uncovered, and this subsided upon the discontinu- 
ance of the preparation. Of occasional annoyance 
to the patient was a mild transitory burning sensa- 
tion of the vagina which did not deter her from 
further use of the drug. 

In all cases, there was a rapid decrease in the 
volume of vaginal discharge and disappearance of 
the pruritus. The petechial spots often detected on 
the portio of the cervix quickly faded, and the va- 
gina assumed a clean “dry” look. 

It became obvious to us, early in the investiga- 
tion, that if given an effective trichomonacide, ad- 
junct therapy has little or no importance in the 
success obtained. 

For many years, the most widely utilized formulas 
have proposed the acid theory in treatment of this 
condition, despite the fact that its application has 
not brought us any closer to a universal solution. 


GP « November, 1954 


Observations over many years have revealed that 
there is an alteration of the vaginal pH, with a dis- 
appearance of the Doederlein bacillus, in the pres- 
ence of Trichomoniasis. This fact, and the experi- 
mental work of Trussel, who reported that the 
Trichomonas vaginalis could not grow in a pH 
below 5.0 or above 7.5, led to the treatment with 
acid douches and lactic acid suppositories. Yet the 
disease remains as one of our nuisance disorders. 

The normal flora of the vagina includes many or- 
ganisms: streptococci, staphylococci and the Doed- 
erlein bacilli, to mention a few. The vaginal acidity, 
which averages from 4.5 to 5.0, is due to the pres- 
ence of lactic acid formed from the splitting up of the 
normal glycogen present in the vaginal epithelial cells. 
The abnormal variations in the pH must, then, be 
due to disturbances in the normal cellular physiol- 
ogy, and not, as formerly accepted, to the presence 
or absence of the normal bacterial flora per se. In 
fact, it is rare to observe disappearance of many of 
the vaginal inhabitants in the face of infection. The 
Doederlein bacillus, which is apparently a sapro- 
phytic organism, probably succumbs to the over- 
whelming activity of the more virulent organisms, 
and returns when normal conditions are restored. 
As recent investigators have pointed out, Trussel’s 
work was obtained on pure cultures of Trichomonas 
and not on media representative of the whole vag- 
inal secretions. Westphal (1936) obtained a growth 
of the Trichomonas in a pH range of 4.0 to 8.8 in 
the presence of contaminating bacteria. Hundley 
and Shelanski pointed out that the organism can be 
adapted to an alkaline medium containing Loef- 
fler’s dehydrated blood as well as to an acid medium 
in cultures containing Bacto-liver infusion, and 
that these cultures ranged in pH from 4.0 to 8.6. 
We are also familiar with the mixed Trichomonas 
and Monilial vaginitis, the latter requiring media in 
the range of 3.0 to 4.0. 

The factors that apparently give rise to the fluc- 
tuations in vaginal pH are probably the presence 
of infection and the histologic changes that accom- 
pany it, the irritating property of the abnormal dis- 
charge itself, the cyclic changes in the epithelia 
which may render the cellular elements more sus- 
ceptible to changes in environment, and the super- 
imposition of the menstrual flow. It would seem, 
that success of the treatment has little to do with 
the pH, but rather hinges on the inherent tricho- 
monacidal property of the compound utilized, regu- 
lar mechanical cleansing of the infected tract, elim- 
ination of other foci of infection, either genital or 
extragenital, and perseverance of the therapy. 
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A New Croup Cent Apparatus 
for Continuous Acrosol Administration 


BY A. 


SALOMON, M.D., S. S. 


RADOVSKY, M.D. 
AND M. S. SEGAL, M.D. 
Depariment of Medicine, Tufts College Medical School, Boston 


The NebELizer apparatus affords an effective method for continuous aerosol treatment. 

It is adaptable to all types of equipment designed to deliver oxygen mixtures. It delivers water aerosols 
with good results—excellent cooling, relative humidification above 90 per cent, oxygen concentrations 
of 45 to 50 per cent and carbon dioxide concentrations below 1 per cent. It can be used 

equally well for Alevaire, antibiotic aerosols or alcohol aerosols. 


THERE is a large group of clinical disorders in 
which there is impairment of the patient’s ability 
to rid himself of normal or excessive bronchial 
secretions. Among them are several of the common 
childhood diseases, including measles, influenza, 
pertussis, croup and poliomyelitis, and a number 
of infectious, postinfectious, industrial, circulatory 
and allergic disorders of older people, including 
bronchopneumonia, bronchiectasis, tuberculosis, 
emphysema, asthma, pulmonary edema and _ the 
pneumoconioses. 

The common denominator in all these diseases 
is the patient’s difficulty in raising bronchial se- 
cretions. Sometimes the secretions themselves are 
excessively plentiful or tenacious, or the individual’s 
cough reflex is ineffectual for some reason, or a 
combination of factors is present. 


Clearing of the bronchial passages in such pa- 
tients can be a difficult task. Therapeutic measures 
currently available include expectorants, postural 
drainage, endobronchial suction and lavage, pres- 
sure breathing therapy, exsufflation and_inhala- 
tional therapy. 


Aerosol Therapy 


The last mentioned—inhalational therapy—is a 
very useful and easily applicable method. It in- 
cludes as a major tool the administration of tiny 
particles of liquids produced by air or oxygen flow 
and carried by this same gaseous flow into the 
respiratory tract of the patient. This technique is 
commonly referred to as aerosol therapy. Im- 
portant problems in proper aerosol therapy include 
particle size and ease of patient administration. 


GP « Volume X, Number 5 


is 
| 
| 


Particle Size. The first factor in obtaining proper 
particle size is the nature of the substance to be 
aerosolized. A solution of low surface tension is 
desirable, since low surface tension means small 
particle size. If the substance employed has a high 
surface tension, various detergents can be added to 
reduce it. 

A solution of low vapor pressure is also to be 
desired, since low vapor pressure indicates particle 
stability. The pharmaceutic preparations of epi- 
nephrine derivatives generally contain 10 per cent 
glycerin to lower vapor pressure and increase 
particle stability. The combination of small particle 
size and high particle stability ensures penetration 
of a properly formed aerosol into the deeper re- 
cesses of the lung. 

The proper formation of the particle size of 
aerosols depends to a large extent upon the type 
of nebulizer used. In this country, most of the 
investigators interested in intermittent aerosol thera- 
py, including ourselves, have used the Vaponefrin 
nebulizer with good results. 


When most of the particles range in size from 0.5 ~ 


to 2.0 micra, they are more likely to reach the bron- 
chi and bronchioles. 

Ease of Administration. The second major factor 
in aerosol therapy—ease of patient administration— 
has not been a problem in the intermittent adminis- 
tration of therapeutic aerosols. However, continuous 
aerosol administration has presented many prob- 
lems in practical application. Consequently, the 
development of a new apparatus that can be used 
for continuous aerosol therapy, with a wide range 
of applicability, is of considerable interest. 

Types of Aerosols. The more commonly employed 
types of continuous therapeutic aerosols include 
the following: 

1. High humidification aerosols (cold water 
vapor). 

2. Detergent aerosols (Alevaire, etc.). 

3. Antibiotic aerosols (penicillin and streptomy- 
cin). 

4. Alcohol aerosols (35 per cent or higher con- 
centrations of ethyl alcohol). 

Objectives of Therapy. The therapeutic objectives 
vary with the above aerosols and include respec- 
tively: (1) lessening of tracheobronchial irritation ; 
(2) ease in evacuating tenacious tracheobronchial 
secretions; (3) control of bronchial infection; and 
(4) control of pulmonary edema by virtue of anti- 
foaming properties. 


Description of Apparatus 


The NebELizer unit (Eliot Medical Plastics, Inc.) 
is designed to supply a continuous fine flow of the 
desired therapeutic aerosol, carried in either oxy- 
gen or air. By its use a therapeutic mist can be de- 
livered directly into a face tent, face mask, oxygen 
tent, croup unit, tracheotomy opening or indeed 
into any type of apparatus supplying oxygen mix- 
tures to the lungs. 

The apparatus consists of two parts: (1) a 
nebulizing unit and (2) a reservoir bottle. A short 
plastic tube of constant internal diameter, with a 
metal nipple for the attachment of rubber tubing, 
provides gas inflow into the nebulizer. A side arm 
of identical internal diameter, also provided with a 
metal nipple for the attachment of rubber tubing, 
is attached at right angles to the plastic tube prior 
to its entry into the nebulizing unit. This side arm 
may be connected directly to the ice compartment 
of the Permatent (Eliot Medical Plastics, Inc.), so 
that 50 per cent of the gas administered will by-pass 
the nebulizer, and be cooled; or it may be closed 
with a screw cap, so that all of the gas administered 
may carry the therapeutic aerosol. 

Within the nebulizing unit, the inflowing gas 
passes through a narrow jet opening and across 
the top opening of a siphon that descends into 
the reservoir bottle, and thereby sucks up the solu- 
tion to be aerosolized. The impingement of the 
stream against a bead reduces the larger particles 
in size, thus increasing their penetrating power. 

The components of the nebulizing unit are pro- 
tected by a plastic casing that has an upper aperture 
for the entry of room air, and a bottom aperture to 
permit larger particles of solution to fall back into 
the plastic reservoir bottle. The latter is graduated 
to 500 cc. at 50 cc. intervals. 

The nebulizer unit and the reservoir bottle are 
screwed together, and they are easily separated for 
filling or for cleaning. 

A short plastic sleeve leads from the casing of 
the NebELizer and provides for the delivery of 
therapeutic aerosol to the patient. This sleeve may 
be inserted directly into a grommeted opening in 
the Permatent croup unit. oxygen tent or face 
tent; or it may be connected to such an opening 
by means of a length of corrugated rubber tubing. 
The internal diameter of this tubing must be larger 
than that of the plastic sleeve, to permit proper 
aerosol flow. Also, the sleeve may be connected with 
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Figure 1. The NebELizer-Permatent Croup Unit 


a tracheotomy opening by means of corrugated 
tubing and an adaptor. The weight of the NebEL- 
izer unit may be borne by a bedside table or by the 
plastic pocket provided with it, which hooks onto 
the tent or other apparatus. 

We have employed the NebELizer with the in- 
fant or adult Permatents (Figure 1). The Permatent 
is an ideal replacement for the more costly types of 
oxygen tent. It is constructed of clear, durable 
vinyl plastic with adequate zippered entrances to 
the ice compartment or to the patient. The patient’s 
head is comfortably enclosed in an adjustable, ex- 
pansible neck collar. Two front portholes are 
present for the egress of carbon dioxide and for 
the admission of the therapeutic aerosols from th 
NebELizer unit. 

When employing Alevaire the NebELizer unit 
was placed directly into the front grommeted open- 
ing and supported firmly in place by its plastic 
pocket. When employing cold water vapor aerosols, 
the unit was placed into its pocket on the side of the 
Permatent and connected by wide corrugated tub- 
ing to the front grommet. This ensured additional 
screening of any larger water particles. The ice- 


containing compartments were filled with ice. 
Standard rubber tubing connected the ice com- 
partment and the oxygen regulator to their attach- 
ments with the NebELizer. Oxygen flows of 12 liters 
per minute thus ensured 6 liter flow of oxygen 
through the NebELizer for continuous aerosol for- 
mation and 6 liter flow of oxygen through the ice- 
containing compartment. 

Our studies were carried out with this NebELizer 
croup unit. We are including in our results the 
case histories of six adult patients who were treated 
with continuous aerosols of water or Alevaire. 


Results 


When employing water in the reservoir bottle, a 
fine moist fog could be perceived in a very short 
period of time. Raining out of large particles on the 
patient or onto the mucosa of the nose or pharynx 
was not encountered. The temperature within the 
tent dropped to 70° usually within 30 minutes. The 
relative humidity reached 85 per cent within 20 
minutes and over 90 per cent in one hour. Oxygen 
concentrations averaging 50 per cent and carbon 
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dioxide accumulations generally below 1 per cent 
were usually obtained (Figure 2). 

Both infant and adult patients remained com- 
fortable during the tests and during therapeutic 
application. Therapy was continuous, its duration 
depending essentially on the patient’s response. 
Treatment was continued over a period of one to 
seven days. 

Employing Alevaire (Triton, sodium bicarbonate, 
glycerin) we generally used 100 per cent concen- 
trations with alternating cold water humidification 
therapy—500 cc. of each. A total of 500 cc. gen- 
erally required eight hours, employing 12 liters per 
minute oxygen flows. 

We did not observe any toxic effects from Ale- 
vaire or cold water humidification therapy. With 
Alevaire it was important to clean the apparatus, 
particularly the plastic tent canopies, daily in order 
to prevent “clouding.” 

The case histories of six typical patients in our 
series treated with continuous aerosol therapy fol- 
lows. These patients received additional supportive 
treatment and antibiotics as called for. 


Illustrative Cases 


Case 1. P.H., a 68-year-old white man, with post- 
operative bilateral pneumonia following esophagec- 
tomy for carcinoma, had a painful, ineffectual cough 
with difficulty in raising secretions. Treatment with 
continuous Alevaire aerosols over a three-day peri- 
od was associated with immediate decrease in pain 
and increase in effectiveness of cough, together with 
progressive general improvement. 

Case 2. W.C., a 59-year-old white man, with bi- 
lateral basal pneumonitis, more on the right, a 
history of chronic productive cough for ten years, 
and bronchiectasis confirmed by bronchography, 
had a painful cough that was relatively unproductive 
because of tenacious sputum. Treatment with con- 
tinuous aerosols, alternating 500 cc. of Alevaire 
with 500 cc. of water, was associated with rapid 
reduction in discomfort and with an increase in the 
amount and ease of expectoration. Treatment was 
given for two days, omitted one day and then given 
for two days more with good effect. 

Case 3. W.S., a 62-year-old white man, with post- 
operative pneumonia following a left pneumonec- 
tomy for carcinoma, had chest pain and an inef- 
fectual cough, productive of tenacious sputum. 
Treatment with continuous Alevaire aerosols for 


three postoperative days resulted in rapid improve- 
ment. 


Case 4. G.D., a 33-year-old white woman, with 
chronic asthmatic bronchitis, bronchiectasis and 
recurrent bronchopneumonia, also had bilateral, 
pneumonitis as seen by x-ray. The temperature 
was 102° and white blood count, 24,000. Bouts of 
bronchospasm added to the discomfort of her 
chronic cough and tenacious sputum. Treatment 
with continuous aerosolization of Alevaire resulted 
in a marked increase of expectorated secretions 
and general improvement. A bronchogram taken 
after four days showed the tracheobronchial tree 
remarkably free of secretions. 

Case 5. J.M., a 63-year-old white man, with a 
laryngectomy and radical neck dissection for carci- 
noma, and with tracheostomy and postoperative 
tracheitis, was particularly troubled by crusting 
about the tracheostomy suture line and by diffi- 
culty in raising the tenacious sputum. Continuous 
aerosolization with Alevaire was associated with a 
diminution in crust formation, tracheal secretions 
were more easily suctioned out, and spontaneous 
cough became effective for the first time. Treatment 
was continued for six days. 

Case 6. R.R., a 23-year-old white woman, with 
chronic asthmatic bronchitis and bronchiectasis, 
had bilateral bronchopneumonia. The patient’s 
condition was aggravated by bronchospasm and by 
the presence of large amounts of mucopurulent 
secretions. Lessening of discomfort, increase in ease 


Figure 2. 
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and amount of expectoration, and rapid improve- 
ment were noted during and following the four days 
of continuous aerosolization with Alevaire. 


Appraisal of Results 


The NebELizer-Permatent croup unit is simple 
to use and is not likely to be easily broken. In our 
trials using this unit, for the aerosolization of water 
we obtained rapid high humidification and cooling, 
together with concentrations of oxygen in the tent 
of 45 to 50 per cent and carbon dioxide concen- 
trations of less than 1 per cent. 

We obtained satisfactory results in the treatment 
of a variety of conditions in which the common 
denominator was a decrease in the ability of the 
patient to empty his tracheobronchial tree. We have 
observed improvement particularly in patients with 
bronchiectasis and bronchopneumonia, and in those 
with postoperative pneumonia. We gave Alevaire 
to all of this group, feeling that it acted more quick- 
ly and more effectively than cold water aerosols. 
They also received parenteral antibiotics and other 
supportive medications. We have used this device 
in a number of pediatric patients who will be the 
subject of a later report. 

We did not administer antibiotics by continuous 
aerosol with the NebELizer-Permatent unit to any 
of the patients in our present series. However, in 
such extensive suppurative diseases of the lungs as 
lung abscess, Friedlander’s pneumonia or muco- 
viscidosis it might be used in conjunction with 


An Approach to Medical Education 


IN HIS CHAIRMAN’S ADDRESS to the AMA Section on 
Experimenial Medicine and Therapeutics at the 
103rd Annual Session, Irvine H. Page made a 
strong plea for logical systemization of medical 
knowledge. He went on to say: 

“If this logical structure is accepted, the teach- 
ing of medicine becomes grounded on learning 
the nature of the basic components—carbohy- 
drate, lipid, protein, gases, electrolyte and water 
—how they are organized through different stages 
of complexity into the human body, how nature 
has solved the problems of the body’s functional 
needs, and finally how they are deviated from the 


parenteral therapy. Penicillin, 1,000,000 units, o: 
streptomycin, 1.0 Gm., may be added, either alone 
or in combination, in 500 cc. of distilled water o: 
Alevaire at eight-hour intervals. 

The NebELizer may also be employed for the 
production of continuous alcohol aerosols in the 
management of acute pulmonary edema. This form 
of therapy has been recommended, based on the 
theory that alcohol increases the surface tension, 
tending to prevent or eliminate frothing. In this 
manner a more patent airway can be maintained. 
Alcohol in concentrations of 35 per cent or higher 
is placed in the reservoir bottle. Long corrugated 
rubber tubing connects the NebELizer orifice to a 
face mask of the O.E.M. type. If a mask cannot be 
tolerated, a nasal catheter carrying 95 per cent 
alcohol in place of water may be used. We have 
not had any personal experience with this form of 
therapy. The explosive possibilities of alcohol and 
oxygen under pressure should be kept in mind at 
all times. 

In our present series we were particularly im- 
pressed by the alleviation of discomfort produced 
by the continuous aerosols of cold water and 
Alevaire. Cough became less frequent and less 
irritating and at the same time usually more pro- 
ductive. This appears to be one form of therapy that 
not only helps a patient to get well, but also makes 
him feel better while doing so. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


normal by disease. At the bedside, clinical med- 
icine becomes the solution of problems in these 
same terms. The anathema of further intellectual 
departmentalization, the miserable current failure 
of integration of basic science and clinical medi- 
cine, and the growing and altogether overwhelm- 
ing complexity of the factual aspects of medicine 
may so be dissipated. While I plead for the union 
of basic science and medicine, by the provision 
of this logical inner structure to uphold and allow 
the union to grow, those treasures of human 
thought and emotion that keep medicine a pro- 
fession rather than a technology, should be em- 
braced. The physician must continue to be that 
rare combination of scientific skepticism and 
human compassion to be worthy of this trust.” 
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Surgery of Congenital Heart Disease 


BY F. 


HENRY ELLIS, JR., 


Section of Surgery, Mayo Clinic and Mayo Foundation 
Rochester, Minnesota 


Cardiac surgery has a future of ever-widening potentialities. The limits of surgical treatment 

for congenital cardiac defects are far from being attained. For the potentialities of this field 

to be thoroughly exploited, the clinician’s role is an important one. By constant awareness 

of the diagnostic possibilities and with a thorough grasp of the results of operations, their advantages 
and pitfalls, the clinician forms the foundation on which progress in this field will depend. 


Procress in the field of cardiovascular surgery dur- 
ing the last 15 years has been rapid and extensive. 
For this reason it seems pertinent from time to time 
to review not only the newer advances in this field 
but the older ones as well. In this way a clearer pic- 
ture can be attained of the present status of the sur- 
gical treatment of these defects. In this review em- 
phasis will be placed on such factors as the anatomic 
and functional aspects of the defect, clinical features 
of diagnostic importance, the prognosis with and 
without surgical treatment, the optimal time for op- 
erative intervention, and the operative procedures 
of choice in these conditions. (See Table 1 on 


following page.) 


Patent Ductus Arteriosus 


In 1907 Monroe first suggested operative closure 
of a patent ductus arteriosus. In 1938 Gross of 
Boston performed the first successful ligation of a 
patent ductus arteriosus, and with this event, that 


branch of surgery dealing with congenital cardiac 
malformations was born. 

This malformation is characterized by the per- 
sistence of a communication between the aorta and 
the pulmonary artery which is open during fetal 
life but which usually closes within six to eight 
weeks of birth. If the ductus arteriosus does not 
close within one year of birth, it will probably re- 
main open (Figure 1). As a result of this abnormal 
communication, there is a shunt of blood from aorta 
to pulmonary artery which varies in amount from 20 
to 80 per cent of the output of the left ventricle. A 
characteristic to-and-fro machinery murmur is 
usually present. Stunting of growth and under- 
development are often the result of shunting a large 
proportion of the oxygenated blood from the sys- 
temic circulation back into the pulmonary circuit. 

If patients with this defect are left untreated, 50 
per cent will be dead by the age of 30, the average 
age of death being 36 years. About 75 per cent of 
the deaths reported in the literature were due 
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Taste Congenital heart disease. 


Average age Optimal 
at death in age for Operative Results in patients 
untreated operation, mortality, surviving successful 
Defect patients, years years per cent operation 
Patent ductus 
arteriosus 36 4-8 1-2 Excellent 
Coarctation 94 per cent cured 
of the aorta 30 10-14 5-7 or improved 
Atrial septal defect 36 Insufficient data 
Partial anomalous pulmonary Usually live to 
venous drainage adult life Insufficient data 
Pulmonary stenosis with Usually marked 
intact ventricular septum 26 4-5 10 clinical improvement 
10 in patients 80 per cent good to 
Tetralogy of Fallot 10-12 >3-4 over age of 3 excellent 
Transposition of great vessels 19 mo. Insufficient data 


either to bacterial endocarditis or to congestive 
heart failure. Miscellaneous conditions, chief among 
which were rupture of the ductus or rupture of an 
aneurysm associated with the ductus, were respon- 
sible for the remaining deaths. 

Because of these factors, there is little doubt that 
patients with this malformation should have the 
defect corrected surgically. The ideal time for oper- 
ation is between the ages of 4 and 8 years. At this 


age the patient is large enough for the procedure to 
be carried out without technical difficulties. Fur- 
thermore, in most cases, the condition has not been 
in existence long enough to cause myocardial dam- 
age and pulmonary vascular changes which in- 
crease the risk of operation. Occasionally a young 
child or infant is seen in heart failure due to a patent 
ductus arteriosus, and surgical treatment is required 
at a very early age as a lifesaving measure. In such 


TABLE 2. Cardiac catheterization data before and after division of patent ductus arteriosus in a male aged 3 years*. 


6 days before operation} 


17 months after operationt 


Pressure, mm. of mercury Oxygen Pressure, mm. of mercury Oxygen — 
saturation, saturation, 
Systolic Diastolic per cent Systolic Diastolic per cent 
Right atrium 11 0 91 2 1 76 
Right ventricle 90 5 90 22 1 77 
Pulmonary artery 90 60 100 21 7 76 
Systemic artery 120 70 100 89 62 97 

Pulmonary-artery 

wedge 28 17 _ 8 4 _ 


* Patient anesthetized with Avertin given rectally; supplementary intravenous anesthesia with thiopental sodium. 


} Patient breathing 100 per cent oxygen throughout. 
t Patient breathing air throughout. 
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cases the diagnosis is not always easily made because 
of the absence of the typical murmur. Aortography 
may be of value in such cases (Figure 2). 

A patent ductus arteriosus may be closed surgi- 
cally by two methods: suture ligation in continuity, 
or division and suture of the divided ends of the 
ductus. If the ductus is of the long slender resilient 
type, it can be safely closed by the suture-ligation 
method, for it is unlikely that such a ductus will 
recanalize after this type of closure. If the ductus is 
broad and short, surgical division between fine- 
toothed Potts ductus clamps is advisable. It is the 
short wide ductus that is most apt to recanalize fol- 
lowing ligation. The mortality rate following either 
method should not be more than | to 2 per cent, 
and with few exceptions, the results are excellent. 

An Atypical Form. Although the diagnosis of this 
congenital cardiac malformation is usually made 
quite readily, about 5 per cent of the patients pre- 
sent an atypical syndrome. They do not have the 
typical machinery murmur nor the other well- 
known stigmas of this lesion. Cardiac catheteriza- 
tion reveals increased pressure in the pulmonary 
artery. Roentgenograms of the thorax disclose 
prominence of the pulmonary artery and enlarge- 
ment of the right ventricle. Electrocardiograms may 
show right ventricular hypertrophy. Cyanosis may 
be present if the pulmonary arterial pressure is suf- 
ficiently high to cause reversal of blood flow 


Figure 1. Circulation in patent ductus arteriosus. 


through the ductus, so that the flow is from pul- 
monary artery to aorta. Increased pulmonary vascu- 
lar resistance is probably the cause of the pulmo- 
nary hypertension in these cases. At first it may be of 


Figure 2a. Thoracic roentgenogram of an infant in heart failure due to patent ductus arteriosus. b. Aortogram demonstrating filling 
of pulmonary arteries by dye injected into the aorta. 
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Figure 3. Plastic model demonstrating the usual appearance of 
coarctation of the aorta. The arch is duplicated to show removal 
of the anterior aortic wall. 


a functional nature, but organic changes which may 
make the condition irreversible are known to occur 
in the pulmonary arterioles. 

Results of surgical treatment in patients with 
patent ductus arteriosus and pulmonary hyperten- 
sion have not been uniformly satisfactory, and the 
risk has been somewhat high. Criteria for operability 
are not yet standardized, but it would seem logical 
to undertake surgical treatment for those patients 
in whom the pulmonary hypertension is on a func- 
tional basis and therefore reversible. Patients with 
this syndrome who have no reversal of flow have 
been operated on with several gratifying results 
(Table 2). Patients with complete reversal of flow 
are not operated on, the assumption being that the 
ductus in such cases acts as a safety valve keeping 
pulmonary arterial pressure from reaching excessive 
levels. Patients with intermittent reversal of flow 
have been operated on, provided most of the blood 
flow is from left to right. 


Coarctation of the Aorta 


Coarctation of the aorta is characterized by 
marked narrowing of the aortic arch causing ob- 


struction to the flow of blood through that portion 
of the aorta (Figure 3). Typically, the stricture is 
about 1 cm. below the origin of the left subclavian 
artery and extends for a distance of about 1 cm. The 
ductus arteriosus may be obliterated or patent and 
may open above or below the site of stricture. 
Usually it is obliterated and enters the aorta at or 
slightly above the stricture. 

If the condition is left untreated, approximately 
74 per cent of patients may be expected to die from 
their disease, the average age at death being 30 
years. The main causes of death are rupture of the 
aorta, bacterial endocarditis, congestive heart 
failure and intracerebral hemorrhage. 

It is generally agreed that almost all patients with 
this malformation should be operated on at an ap- 
propriate time. The ideal time for operation lies 
between the ages of 10 and 14. At this age, the wall 
of the aorta is elastic, it has few degenerative 
changes, and the vessel is sufficiently large so that 
an adequate lumen can be fashioned to carry the 
patient through life. Older patients are not denied 
operation once the diagnosis has been made, al- 
though the risks of operation in this group are 
recognized. 

The diagnosis is usually easily made if it is kept in 
mind by the examining physician. The finding of 
elevated blood pressure in the arms with low blood 
pressure in the legs, associated with diminished to 
absent femoral pulsations, is almost pathognomonic. 
Roentgenographic evidence of a hypoplastic aortic 
knob, associated with notching of the ribs indicative 
of enlarged and tortuous intercostal arteries, is a 
confirmatory finding. However, as in the case of 
patent ductus arteriosus, the diagnosis may not be 
easily made in infants and young children. General- 
ized cardiac enlargement and cardiac failure may be 
the presenting findings. Aortography may be of 
confirmatory value (Figure 4). 

More than eight years have elapsed since the 
first successful surgical attack on this congenital de- 
fect. During these years, the operation of excision of 
the strictured portion of the aorta and anastomosis 
of the ends of the severed aorta has achieved wide 
recognition as a brilliantly conceived and thor- 
oughly satisfactory procedure that can be carried 
out with a reasonably low mortality rate. A signifi- 
cant recent contribution to the surgical treatment 
of this condition has been the introduction of 
homologous aortic grafts. 

The operative mortality rate in experienced hands 
is around 5 per cent and should not exceed 10 per 
cent. This condition in 8 per cent of patients has 
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been found to be inoperable either because of the 
excessive length of the strictured portion or because 
of the presence of aneurysms in the region of the 
stricture. This inoperability rate should be much 
lower now that homologous aortic grafts are avail- 
able. 

Approximately 94 per cent of patients undergoing 
successful excision of a coarctation and end-to-end 
anastomosis will be cured or greatly improved, that 
is, their blood pressure will decrease significantly 
and consistently. 


Atrial Septal Defect 


Communication between the two atria has long 
been recognized as a frequent occurrence. Probe 
patency of the foramen ovale is said to be present at 
post-mortem examination in 25 per cent of cases. A 
true defect in the atrial septum may occur in asso- 
ciation with other serious malformations of the 
heart such as pulmonary stenosis, or it may occur 


as an isolated defect. It is the latter which is under 
discussion here, and for which operative procedures 
have only recently been devised. 

The anatomic features of these defects depend 
upon the period of fetal life during which failure of 
normal developmental processes occur. For practi- 
cal purposes, however, they may be single or multi- 
ple, small or large; in fact, the atrial septum may be 
almost completely absent. 

In uncomplicated atrial septal defect, there is 
primarily a shunt of blood from left to right. This 
leads to recirculation of blood through the pulmo- 
nary system, with consequent overloading of the less- 
er circulation (Figure 5). Right ventricular hyper- 
trophy and dilatation of the pulmonary artery may 
occur, and failure of the right side of the heart may 
supervene. In this condition, as in patent ductus 
arteriosus, secondary changes may occur in the 
pulmonary vascular system leading to pulmonary 
hypertension with a reversal of the over-all inter- 
atrial shunt and the development of cyanosis. 


Figure 4a. Thoracic roentgenogram of an infant in heart failure due to coarctation of the aorta. b. Aortogram of the same patient 
demonstrating the coarctation. 
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Figure 5. Intracardiac circulation in atrial septal defect. 


Some patients may tolerate a small interatrial 
shunt for many years, as indicated by the fact that 
the average age at death is 49 years if calculated on 
the basis of all persons who have an interatrial de- 
fect and without regard to the cause of death. If, 
however, only the persons who die of an interatrial 
defect are considered, then the average age at 
death is 36. 

Patients with this defect who have fatigue and 
dyspnea and show signs of strain due to overloading 
of the right side of the heart or the lungs should be 
considered for operation, provided there are no 
other complicating features. A patient who has a 
shunt of blood from left to right of 50 per cent or 
more of the cardiac output should undergo surgical 
treatment even if symptoms are minimal. Certainly 
such a patient has a large defect and will later have 
right ventricular hypertrophy, pulmonary hyper- 
tension and cardiac failure. A high degree of pul- 
monary hypertension is probably a contraindication 
to surgical treatment. 

Operative procedures for this condition may be 
divided into so-called closed and open methods. In 
the former, the defect is closed blindly by invagi- 
nation of one or both auricular appendages as 
described by Swan, or by suture of the right atrial 
wall to the edges of the defect under digital control 
as described by Bailey. In the open methods the 
defect is closed under direct vision. This has been 
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Figure 6. Circulation in partial anomalous pulmonary venous 
drainage. 


done under hypothermia and temporary exclusion 
of the heart from the circulation as originally pro- 
posed by Bigelow. By the use of an extracorporeal 
heart-lung apparatus as developed by Gibbon and 
others, operations on the atrial septum have been 
performed under direct vision. At the present time 
the procedure known as the “atrial wall” technique, 
developed by Gross, seems to carry the least risk. 
This is essentially a semi-open method, operation 
being performed directly on the septum but blindly 
through a column of blood contained in a cylindrical 
rubber prosthesis sutured to the wall of the open 
right atrium. 


Anomalous Pulmonary Venous Drainage 


Anomalous pulmonary venous drainage is a rare 
congenital defect which may be either complete or 
partial. The latter type (Figure 6) may occasionally 
be amenable to surgical intervention. In this condi- 
tion part of the blood returning from the lungs 
enters the right atrium, and part enters the left 
atrium. 

Patients with this defect usually live to adult life. 
Cyanosis is absent, and they may be asymptomatic 
if the amount of pulmonary recirculation is small. 
If more than 50 per cent of the pulmonary flow re- 
turns to the right side of the heart, excessive pul- 
monary recirculation exists, and right ventricular 
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Figure 7. Intracardiac circulation in pulmonary stenosis with intact ventricular septum and with, a, (at left) closed atrial septum 


and, b, (at right) patent atrial septum. 


iailure may ensue. Functionally the defect is similar 
fn many respects to that of atrial septal defect. The 
differential diagnosis is often difficult even when 
cardiac catheterization is employed. 

Surgical treatment has been attempted in only a 
few cases. Ideally the pulmonary venous connection 
should be changed from the right atrium to the left 
atrium (Figure 8). 


Isolated Pulmonic Stenosis 


Until recent years, congenital pulmonary stenosis 
with intact ventricular septum was considered to be 
a relatively rare lesion. 

The increasing use of cardiac catheterization has 
shown this lesion to be more common than pre- 
viously thought, occurring about a tenth as fre- 
quently as the tetralogy of Fallot. 

Obstruction to pulmonary blood flow is localized 
at the valve in about 80 per cent of these cases (Fig- 
ure 7). A combination of infundibular stenosis and 
valvular stenosis is present anatomically in 10 per 
cent of cases. Functionally, as determined by car- 
diac catheterization, it is becoming apparent that 
some degree of infundibular stenosis is present in 
association with valvular stenosis far more frequent- 
ly than anatomic study of post-mortem specimens 
would indicate. In about 10 per cent of cases, in- 
fundibular stenosis alone is seen. An atrial septal 
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defect or a patent foramen ovale 1s an additional 
defect in 70 per cent of cases. 

Cyanosis is absent when the condition is not asso- 
ciated with a septal defect. Cyanosis may be present 
when an atrial septal defect is associated with pul- 
monic stenosis, but it is delayed and is overshad- 
owed by the symptoms of dyspnea. A high systolic 
murmur and tiz:ll are usually present. The maximal 
intensity of the murmur is in the second or third 
intercostal space to the left of the sternum. The 
heart is usually larger than that seen in the tetralogy 
of Fallot, and there is post-stenotic dilatation of the 
pulmonary artery. 

The need for operation is apparent when one re- 


Figure 8. Diagrammatic representation of a surgical case of 
partial anomalous pulmonary venous drainage. The left su- 
perwr pulmonary vein has been transplanted from the innomi- 
nate vein to the left atrium. 
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Figure 9. Circulation in the tetralogy of Fallot. 


alizes that the average age at death is 26 years, 90 
per cent of patients being dead by the age of 50. 
Heart failure, bacterial endocarditis and brain ab- 
scess are common causes of death. 

In many patients, symptoms do not develop until 
late childhood or later. Age is no limiting factor in 
the selection of patients for operation ; however, it is 
probably advisable to wait, if possible, until a child 
is 4 or 5 years of age before recommending surgical 
treatment. A younger patient with marked symp- 
toms may require an operation at an earlier date. 
The level of right ventricular pressure as determined 
at the time of cardiac catheterization is also of im- 
portance in the selection of patients for operation. 
An asymptomatic patient with a right ventricular 
pressure of 70 mm. of mercury or less does not re- 
quire operation. Patients with significant symptoms 
and right ventricular pressures that are more than 
70 to 75 mm. of mercury should be operated on. It 
is probably wise to advise operation in asymptomatic 
patients with extremely high right ventricular pres- 
sures—in excess of 100 to 120 mm. of mercury. 

The operation consists of incision and dilatation 
of the stenotic valve by specially designed instru- 
ments introduced through the right ventricular 
wall. The mortality rate is about 10 per cent. Pa- 
tients who survive have, with few exceptions, marked 
clinical improvement. The right ventricular pres- 
sure, although undergoing a significant fall in most 
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Figure 10. Circulation in complete tremabesition of the great 
vessels. Enlarged bronchial arteries and an atrial septal defect 
are present. 


cases, seldom returns to normal. The solution to 
this problem may require perfection of the heart- 
lung apparatus and direct open plastic operation on 
the pulmonary valve and outflow tract. 


Tetralogy of Fallot 


Approximately 75 per cent of patients with cya- 
notic congenital heart disease who survive bey ond 1 
year of age suffer from the tetralogy of Fallot. This 
condition, as its name suggests, consists of four 
anatomic deformities (Figure 9): (1) pulmonary 
stenosis, (2) a so-called overriding aorta which re- 
ceives blood from both ventricles, (3) a ventricular 
septal defect, and (4) hypertrophy of the right 
ventricle. 

The functional result of this deformity is a right- 
to-left shunt with diminished pulmonary blood flow 
and cyanosis. Patients with this malformation often 
give a history of squatting. The heart is smaller than 
that seen with isolated pulmonic stenosis, and post- 
stenotic dilatation of the pulmonary artery is not 
usually seen. 

The site of obstruction to pulmonary blood flow 
differs from that encountered in so-called isolated 
pulmonic stenosis. In 20 per cent of cases there is 
pulmonary atresia. More than 50 per cent of pa- 
tients have obstruction to pulmonary blood flow in 
the outflow tract of the right ventricle. In about 10 
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per cent of cases, the obstruction is localized at the 
valve. A combination of infundibular and valvular 
stenosis is present in 15 per cent of cases. 

The prognosis in untreated patients is poor, the 
average age at death being 10 to 12 years. The chief 
causes of death are congestive heart failure, pneu- 
monia, subacute bacterial endocarditis, cerebral 
thrombosis and cerebral abscess. 

All agree that these cyanotic children should be 
operated on. Because the mortality rate in reported 
cases has been so high (20 to 40 per cent) when 
operations have been carried out before the age of 
3 years, it is advisable to wait until the child is 3 to 4 
years of age if at all possible. 

In 1945 Blalock and Taussig reported their first 
surgical cases of tetralogy of Fallot in which an arti- 
ficial ductus arteriosus was created by anastomosing 
a systemic artery with the pulmonary artery. By 
1948, 600 such patients had been operated on, and 
their gratifying results have been confirmed by sur- 
geons all over the world. Other alternative proce- 
dures are the direct aortic-pulmonary anastomosis, 
devised by Potts, and the direct operation on the 
site of obstruction in the outflow tract, as suggested 
by Brock. In the 10 per cent of cases in which valvu- 
lar stenosis is present, a direct operation on the 
stenotic valve should be carried out. In the remain- 
ing cases, some type of systemic-pulmonary shunt 
is advisable. A direct aortic-pulmonic anastomosis 
should be carried out when possible on patients 
up to the age of 12 to 14 years. On older patients 
with larger systemic vessels, a classic Blalock proce- 
dure is performed. The operative mortality rate in 
patients more than 3 years of age is about 10 per 
cent, with about 80 per cent over-all good or excel- 
lent results and 20 per cent fair or poor results 
among the survivors. 


Transposition of the Great Vessels 


Transposition of the great vessels, previously 
thought to be a rare lesion, is now recognized as one 
of the commonest forms of cyanotic congenital 
heart disease (Figure 10). Its total incidence may 
exceed that of the tetralogy of Fallot. 

In this condition, the aorta arises from the right 
ventricle, receiving venous blood, and the pulmo- 
nary artery arises from the left ventricle, receiving 
oxygenated blood. Thus, the two circulations are 


GP November, 1954 


basically separate. Some mixing of blood, however, 
must occur for life to be sustained. Various com- 
pensating anomalies may exist which send oxygen- 
ated blood through the systemic circulation. These 
include patent foramen ovale, atrial septal defect, 
ventricular septal defect and patent ductus arte- 
riosus. Patients with atrial or ventricular septal de- 
fects have the best prognosis. 

The diagnosis should not be difficult. Persistent 
and severe cyanosis, dyspnea and failure to gain 
weight in an infant suggest the possibility of the 
presence of complete transposition of the great ves- 
sels. Because the aorta lies directly in front of the 
pulmonary artery, roentgenograms of the thorax 
characteristically show a narrow shadow at the base 
of the heart. Although the heart may be of normal 
size at birth, it enlarges rapidly, and the pulmonary 
vascular markings may be exaggerated in contrast 
to the findings in the tetralogy of Fallot. The prog- 
nosis for these unfortunate patients is practically 
hopeless, only one fourth of them remaining alive 
at the end of a year. Three quarters of them live at 
least 4 weeks, so that there is adequate time for 
diagnosis and surgical treatment. 

The surgical treatment of this condition has met 
with little success to date. Two lines of attack have 


been followed. One consists in enlarging existing” 


defects between the systemic and pulmonary circu- 
lations or creating new shunts between them. By 
1950 Blalock had performed 33 such operations, 
with 11 survivors. 

The second approach has been to transplant the 
venous return to the heart. Because the coronary 
arteries arise from the aorta in most of these cases, 
transplantation of the aorta and pulmonary artery 
is not feasible. Theoretically at least, if the venae 
cavae could be transplanted to the left atrium and 
the pulmonary veins to the right atrium and if asso- 
ciated defects could be corrected, life expectancy 
should be greatly prolonged. In a few cases im- 
provement has been reported after transplantation 
of the right pulmonary veins to the right atrium. 
Successful surgical attack on this defect may re- 
quire perfection of a heart-lung apparatus to allow 
operation on a bloodless heart. 
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Rapid Method 
of Controlling 
Adenoidal Bleeding 


BY THOMAS X. HAYES, M.D. 
AND DANIEL J. O'CONNOR, M.D. 


Forest Hills, Long Island, New York 


In MoRE than 90 per cent of patients who have had 
tonsillectomy and adenoidectomy, hemorrhage is 
not encountered. However, an annoying tendency 
to bleed from the adenoidectomy site may occur in 
two groups of patients: (1) those having a history of 
a recent episode or of frequent previous episodes of 
nasopharyngitis or follicular tonsillitis; (2) those in 
whom the adenoidectomy has “gone too deep.” 

In our cases, the adenoids were removed first, and 
one or more cotton tampons were inserted to con- 
trol bleeding. Next the tonsils were removed and 
hemostasis effected. Then the adenoidal tampons 


AN ILLUSTRATION 


were removed. If bleeding persisted longer than five 
minutes after the tampons had been displaced, the 
following procedure was utilized. 

The technique consists of the insertion of one 
figure-of-eight suture (plain 0 with an atraumatic 
needle), applied to the nasopharynx without rela- 
tion to the bleeding point (see illustration). 

With the uvula and soft palate retracted anterior- 
ly and superiorly by a Hurd retractor, a suture is 
taken through the mucosal rim of the bed of the 
avulsed adenoidal tissue about 1 to 1% cm. lateral 
to the midline. The level of the suture is about 114 
cm. above the junction of the nasopharynx and the 
oropharynx. The same suture is then applied 1 to 
1% cm. lateral to the midline on the opposite side. 
The suture is then tied in figure-of-eight fashion. 

In approximately 60 patients operated on by us, 
bleeding has stopped within 15 to 30 seconds. In 
three cases, more than one suture had to be applied 
in the same fashion at a site above the first one. 

The reason for success of the technique is not 
completely understood. It is not felt that the indi- 
vidual ligature compressed a blood supply in situ. 
It is believed that, because of the very loose and 
extremely elastic submucosal connective tissue in 
the nasopharynx and oropharynx, a cinching effect 
(an effect similar to a loose purse string suture being 
partly tightened) accounts for the rapid control of 
the bleeding. 

There have been no complications. We believe, 
furthermore, that the suture may actually have the 
advantage of increasing the patency of the Eusta- 
chian orifices. 


INDICATING THE AREA 
OF AVULSED ADENOIDAL TISSUE AND THE METHOD OF HEMOSTATIC SUTURE 


Start of 

figure-of-eight suture 
level 1/2 cm. 

above the junction 

of the 

and oropharynx 

and 1 to 14% cm. lateral 
to the midline. 
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BY SEIBERTH S. KETY, M.D. 


Picayune, Mississippi 


The physician is first obligated to ascertain that a benign rectal lesion is not associated 

with a malignant one. Most of the benign lesions can be cured only by surgical techniques. However, 

when surgery is contraindicated or is refused by the patient, a medical regimen must be used. The regimen 
described here entails the use of suppositories containing a mixture of a sulfonamide, a vasoconstrictor, 

a local anesthetic and soothing agents. The regimen has been successful in a large majority 

of cases and seems to have special merit also for preparation for operation. 


A nor inconsiderable proportion of anorectal lesions 
are malignant and potentially lethal. They may be 


overlooked and misdiagnosed but, once recognized, — 


they usually receive the respectful treatment they 
deserve. Benign lesions of the anus and rectum are 
not potentially malignant; they remain benign. For 
that reason they frequently do not receive the at- 
tention they deserve. 

This is an unfortunate state of affairs. These 
lesions account, in the aggregate, for an enormous 
amount of discomfort and actual suffering. Further- 
more, they are responsible for heavy financial losses 
to the individual, as well as to industry, because of 
the absenteeism which they engender. 

Surgery is by no means the universal solution. 
Even in the conditions for which it is the preferred 
and indicated treatment, it is not always applicable 
because of the age of the patient, the coexistence of 
some serious organic disease or some other circum- 


stance. Finally, there must be taken into considera- 
tion the rather large number of patients who for one 
reason or another refuse surgery but who, nonethe- 
less, continue to demand relief and must be treated. 

The search therefore continues for some simple 
nonsurgical method that is both safe and effective. 
The best that can be hoped for is some remedy that 
will be applicable to most of these conditions, that is 
simple and comfortable to use over extended periods 
of time, that has no toxic side effects, and that pro- 
duces at least temporary symptomatic relief even 
though it is not curative. 

The symptoms and signs of all benign rectal dis- 
eases are generally the same, namely, pain, bleeding, 
itching, ulceration, infection, engorgement and 
edema. They appear in varying combinations and in 
varying degrees of severity. A rational nonsurgical 
regimen of management would be directed toward 
the immediate relief of these symptoms, with the 
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hope that they would not reappear, or would not 
reappear for a considerable time, or with the idea of 
preparing the patient for surgery. 


Materials and Methods 


In my hands, over the last two and a half years, 
Sulfamylon Suppositories (Winthrop-Stearns) have 
fulfilled many of the requirements just specified for 
the management of benign disease. The 151 cases in- 
cluded in this report were observed in general prac- 
tice in a town and countryside with a total popula- 
tion of about 22,000. The patients represent a fair 
cross section of this type of practice in a southern 
state. 

There were 46 men and 105 women in this series, 
the female component being heavily weighted by 
the inclusion of 51 pregnant and puerperal women. 
The age range was from 6 months to 80 years. The 
majority of the patients were between 20 to 65 
years, which is the period of greatest productivity, 
whatever one’s occupation may be. One hundred 
twenty-five patients, including the 51 pregnant and 
parturient women, had some form of hemorrhoidal 
disease. Ten patients in this group were 67 years of 
age or older, and four were over 75 years. A number 
of these older patients suffered from organic dis- 
ease, including arteriosclerosis, hypertension and 
diabetes, and would have been poor surgical risks. 

Sulfamylon Suppositories contain, in a cacao but- 
ter base, the following ingredients: 10 mg. of tetra- 
caine (Pontocaine) hydrochloride; 5 mg. of phe- 
nylephrine hydrochloride (Neo-Synephrine) ; 0.2 
Gm. of 4-aminoethylbenzene sulfonamide hydro- 
chloride (Sulfamylon) ; 0.1 Gm. of bismuth subgal- 
late; and 50 mg. of balsam of Peru. 

The use of rectal suppositories is a long-estab- 
lished method of handling anorectal diseases and 
needs no justification. The constituents of these 
suppositories make their use a rational method of 
accomplishing the objectives of nonsurgical treat- 
ment which are, in general, threefold, (1) the relief 
of pain and discomfort, (2) the control of congestion 
and edema, and (3) the prevention or control of 
ulceration and infection. Bismuth subgallate is fre- 
quently used for its siccative action and balsam of 
Peru for its soothing effect. The action of the other 
constituents of the suppositories is more specific. 
The relief of pain is accomplished by the use of 
tetracaine, which penetrates the mucous membranes 
and thus produces prolonged surface anesthesia. 
The weak concentration in which it is employed is 
extremely effective but is not harmful to the tissues. 
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Edema and congestion are relieved by the use of 
phenylephrine, which is a vasoconstrictor. Infection 
is controlled, and perhaps prevented as well. by the 
sulfonamide. This preparation is bactericidal for a 
wide range of Gram-positive and Gram-negative 
microdrganisms and is also highly effective against 
anaerobic microérganisms. It loses little of its activ- 
ity in the presence of pus and blood. This does not 
mean, of course, that it is a substitute for surgery in 
purulent collections. In the three instances of ab- 
scess formation in this series, one of which was 
associated with fistula formation, drainage was re- 
quired before relief was accomplished. 

Diagnostic and Therapeutic Regimen. The plan of 
management was the same in all these cases. Before 
any treatment at all was recommended, the patient 
was subjected to a careful examination, in the knee- 
chest position. This examination included inspec- 
tion, digital examination and, whenever there was 
any indication for it, endoscopic examination. The 
first responsibility of the physician who undertakes 
to treat benign anorectal disease is to make certain 
that he is dealing with benign disease. A large pro- 
portion of the patients in this series were in the 
so-called cancer years, though cancer, as is well 
known—though the fact is not always remembered 
—may also appear in young persons. This prelimi- 
nary examination is of the greatest importance for 
another reason, that hemorrhoids and carcinoma of 
the rectum and colon often appear in association. 

The routine of management was the same in all 
cases. The patients were instructed in hygienic care 
of the parts and in the avoidance of trauma. A bland 
diet was advised, without roughage. Special atten- 
tion was paid to bowel function. Constipation was a 
factor in many cases and was sometimes very severe. 
Laxatives and purgatives were forbidden, and min- 
eral oil was prescribed, the dosage being adjusted 
until the passage of one soft stool daily had been 
accomplished. 

In most cases the only other adjunct measure was 
Sitz baths, which were advised once, twice or three 
times daily, depending upon the severity of the con- 
dition. In extreme cases three baths daily, of an 
hour’s duration each, were recommended. 

Recommendations for the use of the supposi- 
tories and the duration of treatment were governed 
by the severity of the lesion and the promptness 
with which relief was secured. Ordinarily they were 
used twice daily but in very severe conditions they 
were prescribed three times daily. One application 
was always at night, just before retiring. Treatment, 
as a rule, was continued from five to ten days but in 
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obstinate cases was often continued longer. Second 
courses of treatment were prescribed on indication. 


Results of Therapy 


Hemorrhoids. Because the problems which they 
presented were of a special kind, the 51 pregnant 
and parturient women with hemorrhoids will be 
discussed separately. In the remaining 74 cases the 
duration of the hemorrhoidal disease was from two 
weeks to 47 years, and 20 patients gave a history of 
20 years or more. All of them had been treated by 
various nonsurgical measures, with results varying 
from no relief to temporary relief, but none, curi- 
ously, had undergone any kind of operation. 

These patients presented the usual symptoms 
and signs. The 28 whose disease was classified as 
severe had large hemorrhoids, which often were 
ulcerated and bleeding, and which were associated 
with marked degrees of edema and congestion. The 
nine patients with thrombotic hemorrhoids had 
become aware of the lesions for the first time when 
they became thrombosed. In all nine cases the con- 
dition was acute, and duration was measured in 
days instead of in years, as in practically all of the 
other cases. 

These nine patients were all treated by simple 
excision of tlie affected lesions, which were multiple 
in five cases. Suppositories were prescribed imme- 
diately after this procedure, for symptomatic relief 
and to hasten healing. The results were good. The 
patients had almost no pain. Healing occurred in 
from three to eight days and was complete by the 
fifth day in most cases. There was no recurrence in 
the period of subsequent observation, which in no 
instance, however, extended beyond three months. 

The 12 patients who underwent hemorrhoidec- 
tomy (by the Fansler technique) all had large ede- 
matous, engorged hemorrhoids, which in four in- 
stances were ulcerated. Suppositories were used 
from five to nine days before operation, with a nota- 
ble decrease in edema and engorgement and with 
preoperative healing in all of the ulcerated cases. 
The procedure was always technically simpler be- 
cause of the decrease in the size of the lesions 
achieved before operation. Many of the patients in 
this group were able to return to work in 14 days, 
and none had any further difficulties during the 
period of postoperative observation, which ranged 
from six weeks to five months and was two months 
or more in all but one case. 

In the other 53 cases treatment was entirely by 
nonsurgical measures. Twenty-seven patients com- 
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plained of bleeding and 13 had ulcerated lesions. 
In a number of cases the bleeding had been severe 
enough to produce a moderate secondary anemia, 
which was treated by the usual measures. In many 
instances the lesions were extremely large because 
of edema and congestion, and in two instances inter- 
nal hemorrhoids had prolapsed through the anus. 

Thirty-nine of the 53 patients were promptly 
relieved by courses of treatment with suppositories 
and Sitz baths lasting from five to eight days. As a 
rule, pain and pruritus were relieved within 24 
hours and bleeding within 72 hours. Ulcerated le- 
sions usually healed within five or six days. There 
was often a surprisingly prompt decrease in the size 
of the lesions as edema and congestion decreased. 
These 39 patients were observed after treatment for 
periods ranging from one to 12 months and pre- 
sented no recurrence within this time. 

The other 14 patients also responded well to 
courses of treatment varying from five to eight days, 
but all of them suffered from symptomatic recur- 
rences within two to 28 days. In a number of in- 
stances treatment had been discontinued against 
advice. Relief had been prompt, and the patients 
had regarded themselves as cured. All were given 
second courses of treatment, for seven or eight 
days. Ten were promptly relieved, in several in- 
stances more promptly than in the original course 
of treatment, and no recurrences were apparent in 
the one to ten months they continued under obser- 
vation. Another patient remained well for a year. 
At the end of that time he had a mild recurrence, 
which was promptly relieved by a seven-day course 
of treatment, and there has been no other recur- 
rence in the additional six months of observation. 
This case is classified as a success. 

Two of the remaining cases were frank failures. 
Neither patient had any relief at all from the second 
course of therapy. One was 69 and the other 74 
years of age, and they had suffered from hemor- 
rhoids for 30 and 35 years, respectively. Coopera- 
tion in each case was poor. The remaining patient 
is also classified as a failure. Objectively, ulceration 
disappeared, as did engorgement and edema, but 
pain and itching continued. An anxiety neurosis 
had been strongly evident before treatment was 
begun, and the limited success was not surprising. 
This patient would have been a poor candidate for 
hemorrhoidectomy. 

Hemorrhoids in Pregnancy and the Puerperium. 
Of the 51 women in this group, 46 had both internal 
and external hemorrhoids; four had internal lesions 
and one external lesions only. In 16 of the 29 treated 
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during the puerperium, the hemorrhoids had either 
appeared during labor or had first become trouble- 
some at that time. In the pregnant group, the hemor- 
rhoids first appeared or first became troublesome 
during pregnancy in all but six cases. Eighteen of 
the 22 women were in the last trimester, and the 
other four were at the end of the second trimester. 
Pain, edema and itching were the rule in these 
cases, and the discomfort of the large, protruding 
lesions was a universal complaint. Neither bleeding 
nor ulceration was present in any instance. 

Seventeen of the 22 patients treated during the 
course of their pregnancies were promptly relieved 
of symptoms and had no further difficulty. Four 
were relieved but had recurrences within one to six 
weeks; one patient in this group had had hemor- 
rhoids for 18 years. Three were promptly relieved 
by a second course of treatment. One patient had no 
relief from primary treatment, and one patient in 
the recurrent group had no relief from a second 
course of therapy. 

Twenty-two of the 29 patients who presented 
symptoms during labor secured prompt relief after 
being treated for four to nine days. The decrease in 
the size of the lesions was rapid and marked, but 
must be attributed, at least in part, to the changed 
pelvic relationships and the relief of pressure. In 
the other seven cases, edema was relieved but the 
patients continued to complain of pain, and the 
cases are therefore classified as failures. In four of 
these seven cases the hemorrhoids had been present 
from five to 25 years. 

In seven of the 51 pregnant or parturient women, 
a phenomenon was observed which did not occur in 
any of the other cases, namely, an invariable com- 
plaint of burning pain when the suppository was 
inserted. In five of the seven cases the burning was 
no more than discomfort; it lasted for a minute or 
two and was easily tolerated. In the two remaining 
cases it was so severe that this method of treatment 
had to be discontinued. 

Other Diseases. Similar treatment was used in six 
cases of proctitis, with prompt relief in all; in three 
cases of rectal prolapse, in combination with manual 
replacement of the prolapsed tissues, with prompt 
relief in one; in three cases of anal fissure, with re- 
lief of pain and discomfort in all; in one case of 
fistula-in-ano, with moderate relief of pain; and in 
three patients with perirectal abscess, as a preopera- 
tive measure, which had no evident effects. The 
number of cases in each group is too small and the 
results were usually too inconclusive to warrant 
any extended comment. 


The ten cases of pruritus ani, in spite of their 
small number, are worth discussing in some detail. 
The intractability and chronicity of this condition 
is evident in the duration, which in six cases was 
from six to 27 years, and in the practically complete 
failure of all previous treatment. The suppositories 
were recommended only after all possible etiologic 
factors, including diabetes, had been eliminated by 
careful investigation and only after all the patients 
understood that the method employed was entirely 
empirical and that they could not be assured of re- 
lief, let alone cure. 

Treatment was carried out by the patients them- 
selves after the method had been demonstrated to 
them. The parts were scrubbed daily with soap and 
water, then were painted with ether, followed by 2 
per cent gentian violet solution. The use of ether 
caused transient discomfort, but the regimen was 
not so effective when it was eliminated. Extreme 
care was taken to cleanse the parts after each bowel 
movement. 

Six of the patients treated by this regimen sup- 
plemented by suppositories in the morning and at 
night secured relief in from three to six weeks and 
had no recurrence in the ten weeks to seven months 
they were under observation. 

Two patients were relieved but had prompt re- 
currences. One, who was treated for 14:days and had 
had pruritus for six years, had a recurrence in four 
weeks. He was treated for another week, with almost 
immediate relief and had no recurrence during the 
ensuing two years. The other, who was treated for 
15 days and had had pruritus for 16 years, had a 
recurrence within five days. He has had three other 
courses of treatment and has no difficulty while he 
is using the suppositories, but his longest period of 
relief without treatment has been three months. 

The other two patients are classified as primary 
failures. One was treated for 28 days, with moderate 
relief. He left town at the end of six weeks and his 
present status is unknown. The other patient was 
also treated for 28 days, also with moderate relief, 
but he continued to have mild recurrences during 
a six-month period of observation. 


Comment 


As a general rule, only hemorrhoidectomy can 
be relied upon to cure hemorrhoids that produce 
pain, bleeding, pruritus or other symptoms and 
signs, though that generalization does not mean, 
of course, that the operation is always successful 
or that it is always indicated. All the patients re- 
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ported in this paper had symptomatic disease but 
surgery was deliberately not advised in a number of 
cases, for a variety of reasons. Some patients had 
organic disease and the risk of surgery was not 
considered justified when equated with the chances 
of relief to be secured by nonsurgical measures. 
Age in itself is not a contraindication to surgery, 
but a patient 65 to 70 years of age, in not too good 
health even if he has no serious organic disease, 
is best treated without operation unless there are 
special reasons for performing it. 

Operation was suggested in a number of cases 
in this series when the patients were first seen, but 
was declined for a number of reasons. Some pa- 
tients actually fear surgery. The physician would do 
well not to overpersuade patients who take this 
attitude. They should be allowed to make their own 
decisions, in the light of the inherent risk ines- 
capable in all surgery. With some patients the re- 
fusal to accept surgery is on a financial basis. 
Operation involves not only the expense of treat- 
ment and hospitalization, which many times today 
is covered, at least to some extent, by insurance, 
but also the loss of wages during the period of 
incapacitation. This is a particularly valid reason in 
laborers, who, by reason of their occupation, must 
remain away from work for the longest periods of 
time. All of these reasons were noted in this series. 
Half a dozen patients, however, had accepted 
surgery and were being treated preparatory to 
operation, but the relief that they had secured from 
the suppositories was so impressive that they 
changed their minds and declined operation. 

One of the great advantages of this medical regi- 
men is that it usually permits the patient to be 
ambulatory and to continue about his business. So 
far as possible, treatment was conducted with this 
objective, even if this sometimes meant a compro- 
mise with immediate optimal results. Except when 
surgery was instituted, most of the patients lost no 
time at all from work, and in no instances was more 
than 48 hours lost. 

Hemorrhoids in pregnant and parturient women 
preseht special problems. Except for the puncture 
of a thrombosed hemorrhoid, surgery in pregnancy 
is undesirable and few physicians would advise it. 
The chief cause of the lesions is pressure, and the 
pathogenesis is exactly what it is in varicose veins in 
pregnancy. Hemorrhoids which appear for the 
first time in pregnancy are likely to disappear, if 
not permanently, at least until the next pregnancy, 
and a medical regimen furnishes a practical means 
of controlling them while pelvic pressure continues. 
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In many cases in this series the promptness with 
which relief was secured was in a sense unfortunate. 
It tempted the patient to discontinue treatment be- 
fore he was instructed to. This is the explanation of 
a number of the recurrences, which, more often 
than not, were really recrudescences of incompletely 
treated lesions. It was also noted in a number of 
cases that when relief was slow in coming, it was an 
error to discontinue treatment as soon as it was 
secured. Some patients would perhaps have had 
better results if this had been realized earlier. 

When hemorrhoidectomy is accepted, the opera- 
tion, as has been noted, is simplified when ulcera- 
tions are healed and edema and engorgement are 
reduced to a minimum. All the patients in this 
series had unusually comfortable convalescences 
and returned to work well under the time a patient 
can usually return after hemorrhoidectomy. 

Whether pruritus ani is a clinical entity or merely 
a symptom is still to be established. It is a symptom 
of many rectal and anal diseases but in many in- 
stances, as in the ten cases in this series, there is no 
apparent disease to explain it, and it must be con- 
sidered as idiopathic or, as Cantor prefers to call it, 
cryptogenic. Rankin, Bargen and Buie consider 
pruritus ani a clinical entity. Be this as it may, the 
argument, from the standpoint of the practicing 
physician, is chiefly academic. The disease is one 
of the most trying conditions which he is called upon 
to treat. The transitory variety seldom calls for any 
treatment. The intractable variety, which lasts for 
weeks, months and years, is often so severe and ex- 
tensive that relief for the patient is imperative. 
Many physicians, of whom I am one, take the po- 
sition that in all of these cases there is a strong 
neurotic element, which contraindicates operation 
except as a last resort. The relief accomplished with 
the medical regimen in the small group of cases in 
this series was perhaps psychologic, though in a 
number of instances it was sufficiently long-lasting 
to suggest that the vicious cycle of itching and 
scratching had been at least temporarily broken. 

As to the other diseases treated: Fistula-in-ano is 
a surgical condition, and relief would scarcely be 
expected without operation, though some ameliora- 
tion of symptoms might be expected under conserv- 
ative therapy. The results in the three anal fissures 
were classified as successes, but minor surgery was. 
employed in two cases, and healing in the other 
case might have occurred as promptly if supposi- 
tories had not been used. The results in the three 
perirectal abscesses, one of which occurred in asso- 
ciation with a fistula-in-ano, were poor, as might 
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have been expected. Encapsulated pus is a surgical 
lesion, which requires evacuation. 

It should be borne in mind, in evaluating this re- 
port, that no claim is made for permanence of results 
in any of these cases, if for no other reason than that 
the period of follow-up observation is not long 
enough to warrant it. Some patients disappeared 
from observation almost as soon as they were re- 
lieved. Some, it is feared, disappeared for the con- 


trary reason, that they were not relieved or tha: 
their relief was transient. In most instances, how- 
ever, the desideratum of nonsurgical treatment was 
secured. The patients were relieved of pain, dis- 
comfort and other symptoms, often for long periods 
of time, and in most instances they were able to 
continue their usual occupations while under treat- 
ment. This, it should be emphasized again, is one 
of the very real advantages of this method. 


Cardiac Failure and Thoracic Deformities 


Ir Is THE OPINION of Fischer and Dolehide that severe 
kyphosis or scoliosis, either of which usually becomes 
kyphoscoliosis, often causes changes in the thoracic 
viscera sufficient to produce the symptoms and signs 
of pulmonocardiac failure. The etiology of the thoracic 
deformity may be poliomyelitis, congenital or hereditary 
defects, rickets, trauma or tuberculosis. 

Severe chest deformities, while occurring in both 
sexes, seem to occur more frequently in the male. 
Right-sided kyphoscoliosis is more frequent than left- 
sided. In general, patients with severe kyphoscoliosis 
seldom attain old age. The average age at death is about 
30 years. 

The mechanics of respiration are inefficient in 
kyphoscoliosis. In order to compensate for this ineffi- 
cient mechanism, these patients increase their respira- 
tory volume. They overbreathe and therefore suffer 
from the chief symptom—habitual dyspnea. The 
respiration is chiefly abdominal in type. The ribs move 
only ineffectively. The habitual dyspnea becomes pro- 
gressive, so that slight exertion is distressing, and even- 
tually there are paroxysmal dyspnea, asthma and epi- 
sodes of great weakness or syncope. The transition 
from simple dyspnea to severe symptoms marks the 
onset of pulmonocardiac failure. 

Patients with kyphoscoliosis are subject not only to 
dyspnea but also to stubborn coughs and palpitation. 
Pulmonary infection, respiratory depressants or any 
process that further reduces pulmonary function may 
lead to pulmonocardiac failure. Pneumonia, emphy- 
sema, bronchitis, bronchiectasis and atelectasis are 
frequently associated, and pneumonic areas often fail 
to resolve in the usual manner. The mildest bronchitis 
may prove fatal to this type of patient, leading to 
asphyxia and death. 

Physical findings are difficult to elicit because of the 


conformation of the chest. There are no characteristic 
murmurs, although a systolic murmur may be heard at 
the apex and base and the second pulmonary sound is 
frequently accentuated. Gallop rhythm may be present, 
and in some patients a low-pitched diastolic murmur 
may be heard at the apex, leading to an erroneous 
diagnosis of rheumatic heart disease with mitral stenosis. 
The majority of patients have dilatation and hyper- 
trophy of the right ventricle. In addition, there may be 
dilatation and arteriosclerosis of the pulmonary artery. 


(Arch. Int. Med., 93: 687, 1954.) 
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Figure 1. Junctional nevus (sole of a 2-year-old girl). Nests of 
nevic cells (note pigment) at the epidermodermal junction. 
Nevic cells occur here and in the dermis in compound nevi. 


Junctional Nevi 


BY ROBERT J. GILSTON, M.D. 


HISTOLOGICALLY nevi (moles) differ one from 
another. Of the types acknowledged in the usual 
classification, two have special clinical significance: 
the junctional nevus (Figure 1) and the compound 
nevus. The observation has been made—and in 
general is accepted as valid—that these lesions 
have malignant potential. When cancerous change 
occurs, the eventuality is malignant melanoma. 

A further observation is that all nevi of the palms 
and soles (including fingers and toes) and genitalia 
have junctional elements. It follows that removal 
of nevi from these sites is sound prophylaxis. It is 
not true that all junctional or compound nevi go on 
to melanoma; this transition is unusual. Nor should 
it be assumed that nevi elsewhere do not fall into 
this potentially dangerous group. The point to be 
stressed is that a reliable histologic prediction can 
be based on the anatomic location. 


Figure 2. Small, dark brown nevus of palm. The size of this 
nevus has no significance—it has malignant potential. 


Usually the suspect nevus is flat, light tan to 
dark brown and hairless. However, it may be 
papillomatous and flesh-colored (amelanotic). Size 
(unless it is changing) probably has no prognostic 
significance (Figures 2 and 3). Indeed, melanomas 
considered to arise de novo, may actually originate 
from microscopic nevi. 

Prophylactic excision is best done with cold 
steel in childhood (before puberty), since melanoma- 
tous change is exceedingly rare at this time. The 
excision should include a collar of uninvolved skin, 
and should be carried well into the dermis. All 
specimens should be submitted for microscopic 
diagnosis. Since multiple primary malignant me- 
lanomas are well documented, it is especially 
prudent to incorporate such prophylaxis at the 
time of, or after definitive surgery for malignant 
melanoma. 


Figure 3. A large nevus on the sole. Like those of the palm, they 
are subject to trauma. 
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Refractive Errors of the Eye 


BY WILLIAM C. CACCAMISE, M.D. 


Rochester, New York 


A general examination should include tests for visual acuity. With the usual test chart, a patient 


having less than 20/20 vision can be further tested by means of a pinhole disc. If this device does not cause 
some improvement in vision, the physician must suspect that the trouble is more than an error 

of refraction. All children should be examined by an ophthalmologist before the age of 4 years, 

and periodic eye examinations are important throughout life. This is only partly for detection 

of refractive errors. More particularly, the ophthalmologist’s prime function is to detect ocular disease 


ALTHOUGH THE EXACT DIAGNOSIS and the treatment 
of refractive errors of the eye fall within the field 
of the ophthalmologist, there are certain basic 
principles that should be understood by the non- 
ophthalmologist. This paper is an attempt to 
present these practical fundamentals in question 
and answer form. 


Nature of Refractive Errors 


When is a refractive error present? An eye is free 
of a refractive error when entering parallel rays of 
light are brought to a point focus on the macular 
area of the retina. Such an eye is said to be em- 
metropic. If the parallel rays are not brought to a 
point focus on the retina, a refractive error is 
present, and the eye is ametropic (Figure 1). 

In determining the focal point position of the 
parallel light rays that have entered the eye, one 


and to correlate eye findings with systemic disease. 


must consider the eye while its accommodation is 
completely relaxed. Accommodation is that process 
by which an eye can increase its refracting power, 
i.e., its ability to bring rays of light to a focus. 
This is accomplished by contraction of the ciliary 
muscle, with a resultant increase in the convexity 
and therefore power of the lens in the eye. As a 
result, an eye which, with accommodation at rest, 
brings parallel rays of light to a focus behind the 
retina might accommodate in order to bring the 
focal point forward onto the retina. Consequently, 
in order to determine the actual refractive state of 
the eye, accommodation must be at rest. 

What are the various refractive errors? Refractive 
errors of the eye may be conveniently classified as 
follows: 

A. Myopia (near-sightedness) 
1. Simple 
2. Progressive or pathologic 
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B. Hyperopia (far-sightedness) 
C. Astigmatism 

1. Simple myopic 

2. Compound myopic 

3. Simple hyperopic 

4, Compound hyperopic 

5. Mixed 

Myojfra exists when parallel rays of light are 
brought to a point-focus in front of the retina, i.e., 
in the vitreous (Figures 2 and 3). This can result 
either because the refractive system (essentially the 
cornea and lens) is too strong or because the eye- 
ball is too long. Simple myopia is that type which 
usually appears a little before or at puberty. It 
may increase moderately during the growing 
period, and then stabilizes at the age of 20 or so. 
It usually does not exceed 6 diopters. (A diopter is 
the unit of refractive power of a lens. A lens that 
brings parallel rays of light to focus at a point one 
meter from the lens has a power of one diopter. 
The power in diopters is inversely proportional to 
the focal length in meters. For example, a lens of 
1 meter focal length has 1 diopter of power; a lens 
of 0.5 meter focal length has 2 diopters of power; 
and a lens of 2 meters focal length has a power of 
only 0.50 diopter.) 

Progressive myopia shows a steady increase even 
after the age of 20. In simple myopia, ophthal- 
moscopically there is no evidence of myopic de- 
generative changes in the fundus. In progressive or 
pathologic myopia—which at times may reach 20 
or 30 diopters—degenerative fundus changes are 
evident with the ophthalmoscope. Destruction of 
the macula in such cases of progressive myopia may 
lead to marked deterioration of vision that cannot 
be improved even with the proper corrective lens. 
Simple myopia is merely a variation in refraction, 
not a pathologic condition. Inasmuch as destruction 
of the perceptive structures of the eye is an ac- 
companiment of progressive myopia, it must be 
considered to be a pathologic condition. 

Hyperojia, or far-sightedness. exists when parallel 
rays of light are brought to a point-focus behind 
the retina (Figures 4, 5, 6, 7). This can result 
either because the eyeball is too short or because 
the refractive system of that eye is too weak. Or- 
dinarily the total hyperopic error is nonprogressive 
and may actually decrease during the period of 
body growth. Hyperopia itself is not a pathologic 
process and does not produce degenerative changes 
in the eye. 

Astigmatism exists when parallel rays of light 
cannot be brought to a point-focus in front of, on 
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Figure 1. In the emmetropic eye, i.e., an eye that is free of refrac- 
tive error, parallel rays of light are brought to a point focus on 
the retina with accommodation at rest. 


Figure 2. In myopia parallel rays of light are brought to a point 
focus in front of the retina. 


Figure 3. Myopia is corrected by means of concave lens which is 
placed in front of the eye. The diverging effect of the lens will re- 
sult in parallel rays of light falling to a focus on the retina 
instead of in front of the retina. 
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or behind the retina. The cause of the astigmatism 
_ usually lies essentially in the cornea, although the 
lens can also play a role. 

Astigmatism results from a difference in curva- 
ture in the various meridia of the cornea. In regular 
astigmatism although each meridian differs from 
the other meridia in curvature, each meridian 
throughout its extent has a constant curvature. In 
general, there is a gradually progressive increase 

of meridian curvature from the meridian of least 
curvature to the méridian of greatest curvature, and 
they are usually 90° apart. These meridia of mini- 
mum and maximum curvature (and power) are 
known as the principal meridia. 

Irregular astigmatism is that type in which the 
meridia not only differ from each other in curvature, 
_ but a given meridian will have a variation in its own 
curvature. This is a pathologic condition and results 
from corneal disease such as scars and keratoconus. 

In regular astigmatism, parallel rays of light are 
not brought to a single point-focus. Instead there 
are two focal lines which are separated by a focal 
interval. The closest thing to a point-focus in a 
regularly astigmatic system is the circle of least 
confusion or diffusion that lies within the focal 
interval. In the irregularly astigmatic eye, optical 
complexities arise that cannot be resolved into 
anterior and posterior focal lines and a single focal 
interval. 

Simple myopic astigmatism is that type of regular 
astigmatism in which one of the focal lines lies in 
front of the retina and the other lies on the retina. 
Therefore the eye is myopic in one principal meridi- 
an and emmetropic in the other (Figure 8). 

In compound myopic astigmatism both focal lines 
lie in front of the retina (Figure 9). 

In simple hyperopic astigmatism one focal line 
lies on the retina and the other lies behind the 
retina. Therefore one principal meridian is em- 
metropic and the other hyperopic (Figure 10). 

In compound hyperopic astigmatism both focal 
lines lie behind the retina (Figure 11). 

In mixed astigmatism one focal line lies in front 
of the retina and the other lies behind the retina. 
Therefore in one principal meridian the eye is 
myopic and in the other hyperopic (Figure 12). 

What ts presbyofia ? Presbyopia or old-sight is not 
an actual error of refraction but an anomaly of 
accommodation that develops normally with age. 
Accommodation depends upon the elasticity of 
the lens. The elasticity is inversely proportional 
to the age of the patient.:When the near-point of 
accommodation is more than 220 mm. (9 inches) 


from the eye with its proper distance prescription 
being worn, presbyopia is said to be present, and 
there will be difficulty for close work (Figure 13a. 
b, c, d). The correction of presbyopia requires the 
addition of a convex sphere to the distance correc- 
tion. Women usually require such an addition ai 
the age of approximately 43, men at the age of 
approximately 46 to 48. 


Testing Vision 


What is a practicable method for the nonophthal- 
mologist to use in testing the vision of his patients? 

I. The visual acuity chart should be placed on the 
wall 20 feet from the patient. The chart can be 
adequately illuminated with a gooseneck lamp that 
is directed toward the chart and contains a 150 
Watt bulb. The surroundings should also be fairly 
well illuminated in order to prevent glare. The 
chart is placed 20 feet from the patient because an 
object at that distance is considered optically to be 
at infinity. Rays of light coming from a point 20 
feet or more away are considered to be parallel. 

II. The patient is instructed to cover the left eye 
with a small occluder—any small card will be ade- 
quate. The patient is advised not to press on the 
eye that is being occluded, for any pressure on the 
eyeball may result in a temporary blurring after the 
eye is uncovered and an attempt is made to read 
with it alone. The patient reads the lowest line of 
the chart in which he is able to distinguish any 
letters. 

III. Interpretation of the reading of the distance 
visual acuity chart is as follows. 

A. If the patient reads less than 20/20, the fol- 
lowing possibilities exist: 

1, There is hyperopia of the manifest type. The 
total hyperopic error (that found with accommoda- 
tion at complete rest) consists of two portions—the 
latent and the manifest. The latent hyperopia is 
that portion which the eye corrects for itself by 
exercising accommodation. If a portion of the 
hyperopia cannot be overcome by accommodation, 
that portion reveals itself as manifest hyperopia 
and will result in reduced visual acuity. 

2. There is myopia. A myopic error that is great- 
er than 0.25 diopter usually results in subjectively 
blurred vision if the patient is not permitted to 
squint. 

3. There is astigmatism. Very frequently, astig- 
matism will result in the patient’s being able to 
read some of the letters on a lower line even though 
he has missed several letters on higher lines. 
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4. There is disease involving the ocular media, 
the retina or higher centers in the brain. 

5. The patient is not making a conscientious 
effort to read the smaller print. Many patients will 
stop at the 20/30 line unless stimulated by the 
examiner to read the lower lines. If the patient 
reads all the letters on a given line, it is unlikely 
that he will not be able to read at least some of the 
letters on the following line. 

B. If the patient reads 20/20, the following pos- 
sibilities exist : 

1. There is hyperopia of the latent type, i.e., the 
patient is able to correct the full hyperopic error by 
exercising his accommodation. 

2. There is slight amount of astigmatism, partic- 
ularly of the hyperopic type, or there is equally 
mixed astigmatism. 

3. There is myopia of a minimal degree, usually 
no more than 0.25 diopter. 

4. There is no refractive error. The eye is emme- 
tropic. 

IV. The use of the pinhole disc is a very im- 
portant procedure in determining whether the de- 
creased visual acuity is on a refractive or a patho- 
logic basis. In all patients in whom the visual acuity 
is less than 20/20, the patient is instructed to hold 
a small disc with a pinhole in its center before the 
unoccluded eye. By permitting only axial (central) 
rays of light to enter the eye and eliminating the 
peripheral rays, the pinhole disc greatly reduces the 
aberrations that can be attributed to the cornea and 
lens of the eye. 

If the reduced visual acuity is the result of an 
uncorrected refractive error, the patient can usu- 
ally read 20/30 or better through the pinhole if it 
is properly placed before the eye. This position is 
usually determined by the patient—he is instructed 
to move the disc in front of the eye until he reaches 
a position where he sees best. 

If the vision is not improved to at least 20/20 by 
this method, the physician must suspect a patho- 
logic basis for the reduced visual acuity. It is ad- 
visable to increase the illumination of the test chart 
when using the pinhole disc, since the amount of 
light that reaches the retina through the pinhole 
will be considerably reduced, and an apparent re- 
duction in visual acuity may result from this de- 
creased effective illumination. 

V. Determination of accommodation: A stand- 
ard accommodation or near reading card can be ob- 
tained from any optician. This card consists of type 
of various sizes. The so-called Jaeger method is 
used in expressing the size of the type that the 
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Figure 4. Parallel rays of light (those coming from a source 
20 feet or farther from the eye) are brought to a focus behind 
the retina of the hyperopic eye. 


Figure 5. Only convergent rays of light can be brought to a 
focus on the retina of the hyperopic eye. Inasmuch as all rays of 
light in nature are either parallel or divergent, the hyperopic 
eye must either accommodate or have a convex lens placed in 
front of it in order to form such a focus on its retina. 


Figure 6. In hyperopia accommodation may be exercised to bring 
parallel rays of light to a focus on the retina. If the amplitude 
of accommodation is adequate divergent rays of light, i.c., those 
coming from a source less than 20 feet from the eye, can also 
be brought to a focus on the retina. 
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patient is able to read with the greatest effort. J-1 
refers to the finest print, and J followed by the 
number listed after the print on the chart that the 
patient was able to read indicates the visual acuity 
for near. 

VI. Interpretation of the visual acuity for near: 

A. If the patient can only read print larger than 
J-1, the following possibilities exist: 

1. There is hyperopia which with the added 
burden of accommodation is manifest for near. The 
patient may or may not be able to read 20/30 for 
distance depending on whether he has a latent or 
manifest hyperopia for distance. 

2. There is presbyopia. The patient may be 
emmetropic for distance but unable to read J-1 at 
220 mm. (9 inches) because of a decrease in the 
power of accommodation. 


Examination by an Ophthalmologist 


When should a patient be referred to the ophthal- 
mologist? All children should be examined by an 
ophthalmologist before the age of 4 years—pri- 
marily to determine whether any disease is present, 
and secondarily to detect the presence of significant 
refractive errors. (Any apparent abnormality at any 
time, such as crossing of the eyes, infection and 
obvious difficulty in seeing, would indicate the 
need for an immediate examination, of course.) 

The reason that children should be examined 
before the age of 4 years is that very frequently, 
significant refractive errors are present and can be 
detected only by cycloplegic refraction. A child 
usually has developed full macular vision by the 
age of 4 to 6 years. If certain types of refractive 
errors (usually of a high degree) are not corrected 
before that age, amblyopia (reduced visual acuity 
without macroscopic evidence of any pathologic 
basis in the eye itself) may develop in one or even 
both of the eyes. Complete ophthalmoscopic exami- 
nation is also indicated in order to rule out intra- 
ocular disease. 

Ideally, everyone should have a complete eye 
examination by an ophthalmologist at least once 
every two years. Although determination of the 
refractive error and near-point of accommodation 
is an important part of such an examination, that is 
secondary to the ophthalmologist’s prime function, 
i.e., to detect ocular disease and to correlate eye 
findings with systemic disease. 

All individuals past the age of 40 must be checked 
periodically, for they have entered the presbyopic 
age group and are candidates for bifocal or reading 


glasses. Inasmuch as presbyopia is progressive, the 
glasses will have to be increased in power every few 
years, usually up to approximately 60 years of age. 
At that age, the strongest bifocal aid or reading 
glass has been prescribed. However, the patient 
should still be examined at two-year intervals in 
order to be certain that there is no change in re- 
fraction, and particularly that no intraocular dis- 
ease, such as glaucoma, tumor or cataract, has 
developed. 

How are small children and other illiterates re- 
fracted by the ophthalmologist? Accurate objective 
refraction of any child, or adult for that matter, can 
be carried out by the use of an appropriate cy- 
cloplegic and retinoscopy. Retinoscopy (also known 
as the shadow test or skiascopy) is an accurate ob- 
jective method of determining the refraction by 
illuminating the eye with a mirror and observing 
the direction of the movement of the retinal illu- 
mination and its bordering shadows, when the 
mirror is rotated. Retinoscopy overcomes those 
difficulties presented by uncooperative children, 
illiterates and those with markedly defective vision. 

Although the objective examination with the 
retinoscope is adequate, subjective refinement of 
the objective findings is desirable. In cooperative 
children and in older illiterates, the E-chart which 
has various sized E’s pointing in different directions 
can be employed. The patient is instructed to point 
with his fingers in the direction that the E is point- 
ing. The lowest line of E’s that he is able to identify 
will indicate his visual acuity. 

Why are “drops” used in some patients and not in 
others ? The basic refractive status of an eye depends 
on the refraction of parallel rays of light by that eye 
while it is at complete rest, i.e., while accommo- 
dation is not being used. The amplitude (power) 
of accommodation is approximately inversely pro- 
portional to the age of the patient. The younger the 
patient, the greater the amplitude or power of 
accommodation. In order to determine the basic 
refractive error, the accommodation of the eye must 
be relaxed. 

In children under 12 years of age and in those 
under 20 with a strabismus, a strong cycloplegic 
(a cycloplegic drug is one that temporarily paraly- 
zes the ciliary muscle) such as atropine is employed. 
In patients between the ages of 13 and 40 years, 
homatropine may be used. In many patients past 
the age of 40, cycloplegic drops are not necessary 
for refraction, since accommodation can be relaxed 
adequately merely by having the patient look into 
the distance. However, even in patients past 40, it 
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is sometimes important to use homatropine in 
order to obtain an accurate refraction, particularly 
if the patient has never worn glasses or if the non- 
cycloplegic refraction is markedly different from 
the patient’s present pair of glasses. 

Although many refractionists do not use drops 
in myopic patients, particularly if the original re- 
fraction was done with a cycloplegic, it is quite 
possible to overcorrect such a myope unless 
cycloplegia is employed. The reason given for a 
noncycloplegic refraction is that the patient already 
has blurred vision in the distance and any accom- 
modation will blur it more. Therefore the myopic 
patient will not try to accommodate. Unfortunately 
however this is not always true, for many myopes 
will ‘take more minus” than is necessary, i.e., they 
will be overcorrected. The reason for the myope’s 
accepting the overcorrection is that he misinter- 
prets the increased blackness obtained with an 
overcorrection to be improved visual acuity. 

Cycloplegics are contraindicated in patients who 
have glaucoma, narrowed anterior chamber angle 
(an attack of glaucoma might be precipitated), and 
sensitivity to available cycloplegic drugs. 

In patients who do not have glaucoma and in 
whom cycloplegic refraction is not necessary, drops 
should be used to dilate the pupils in order to per- 
form an adequate ophthalmoscopic examination. In 
such cases it is advisable to avoid cycloplegics and 
to use mydriatics that have little or no effect on 
accommodation. Thus the patient’s vision for close 
will not be blurred significantly after the exam- 
ination. 


Correction of Refractive Errors 


What is a lens? A lens is a transparent piece of 
glass (plastic is occasionally used) bounded on op- 
posite sides by refracting surfaces, at least one of 
which is curved (Figure 14). 

What is a sphere? A sphere is a lens that is equal 
in curvature in all of its meridia. It therefore 
brings parallel rays of light to a point-focus. 
Spherical lenses are used to correct nonastigmatic 
refractive errors, i.e., myopia and hyperopia. Con- 
vex spheres are used for hyperopia, and concave 
spheres for myopia. 

What is a cylinder ? A cylinder is a lens that varies 
in power from zero at its axis to complete power 
90° from its axis. It therefore brings parallel rays of 
light to a line-focus. Cylinders are used to correct 
astigmatic errors—convex cylinders for hyperopic 


ustigmatism, concave cylinders for myopic astig- 
matism, 
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Figure 7. Hyperopia is corrected by means of a convex lens which 
is placed in front of the eye. The converging effect of the lens will 
result in parallel rays of light coming to a focus on the retina 
instead of behind the retina. 


Figure 8. Simple myopic astigmatism: In this refractive error 
the principal focal line of one of the principal meridians will 
fall on the retina, while that of the other principal meridian will 
fall in front of the retina. 


Figure 9. Compound myopic astigmatism: In this refractive 
error the focal line of each principal meridian falls in front 
of the retina. 


a 


What is a spherocylinder? A spherocylinder is a 
combination of spherical and cylindrical power in 
one lens for the correction of compound and mixed 
astigmatic errors. 

What are the indications for glasses ? Although the 
emmetropic eye was defined as that eye in which 
parallel rays of light are brought to a point-focus 
on the macula, it must not be assumed that any 
deviation from this will require the wearing of glas- 
ses. Many persons, particularly children, are able 
to correct their hyperopia comfortably by utilizing 
their accommodation. There are other patients who 
can see 20/20 in spite of a rather marked hyperopia, 
but in doing so they develop eyestrain (asthenopia) 
from the continual accommodating and will there- 
fore require glasses, in spite of 20/20 vision. Al- 
though there is no way to correct myopia by accom- 
modating, many persons with a slight myopia do 
not mind the slightly fuzzy distance vision and 
prefer not to wear glasses. 

A refractive error may be considered to be ab- 
normal when it produces a decrease in visual acuity 
that is significant for that individual, or leads to 
asthenopic symptoms or strabismus. In order that 
glasses be indicated, the wearing of these glasses 
must permit the patient to see better, or must re- 
lieve symptoms, or both. Glasses are not prescribed 
merely because a patient has myopia, hyperopia or 
astigmatism. The patient who has these refractive 
errors must either have his vision significantly im- 
proved or have symptoms that can be relieved by 
the wearing of the glasses. 

Will the refractive error increase ? Total hyperopia 
does not increase but may actually decrease, partic- 
ularly during the growing period when the eyeball 
may increase in size along with the rest of the body. 
Myopia will have a tendency to increase during 
adolescence. Myopia cannot be expected to de- 
crease. Astigmatism usually does not show much 
change except in pathologic conditions (kerato- 
conus), but there is a tendency for the meridian of 
greatest power to change from the 90° position to 
the 180° position. Presbyopia, which is not an actual 
error of refraction but a decrease in amplitude of 
accommodation, progressively increases with age. 


Uses of Glasses 


Will the patient have to wear glasses all of his life 
once they have been prescribed? When glasses are 
prescribed for myopia, it may be anticipated that 
the patient will require glasses, at least for distance, 
for the rest of his life if he desires to see clearly. 


The same applies to astigmatism. Inasmuch as hy- 
peropia may decrease during the growing period, 
it is possible for a moderately hyperopic individual 
to outgrow his need for glasses. Usually however, 
the patient can adequately accommodate for a 
moderate hyperopia as a child, but as he grows 
older, he may need glasses even though the total 
hyperopic error is unchanged. The reason is that, 
with a decrease in the amplitude of accommodation 
with age, a portion of the total hyperopic error has 
become manifest. Normally a presbyopic correction 
when once prescribed will be necessary for the re- 
mainder of the patient’s life. 

Are the eyes harmed by not wearing a corrective lens 
if a refractive error is present? Although blurred 
vision and asthenopic symptoms may result from 
not wearing one’s correction, no actual damage is 
done to the eye by not wearing the correction. How- 
ever, in children who have a high degree of ametro- 
pia—particularly astigmatism or hyperopia—ambly- 
opia may develop if the proper lens is not worn 
before the age of 6 years. In strabismus cases that 
have an accommodation-convergence factor, the 
continual wearing of the proper lens is an impor- 
tant phase of treatment of the deviation. 

Does the patient have to wear his glasses all day? 
Glasses are to be worn only when the patient must 
or desires to see better, or for the prevention or 
relief of symptoms. It must be remembered that an 
individual may have a large refractive error and 
may be satisfied with his vision and have no 
asthenopic symptoms. In such cases the glasses 
will not accomplish very much as far as the patient 
is concerned. If the child can see satisfactorily for 
the purpose at hand and has no strabismus or 
asthenopic symptoms, it is advisable for him to 
play rough games without wearing glasses, even 
though the glasses are of the safety variety, in order 
to avoid the breaking of the glasses and possible 
damage to his eyes from the broken glass. 

Does excessive use of the eyes bear any causal re- 
lationship io the refractive error? Previously it was 
felt that children with high refractive errors— 
particularly myopia—should limit their close work 
and that they should also be sent to the country. 
This apparently was based on a feeling that there is 
so much vision in an eye and that the less you use 
your eyes the longer this given supply of vision will 
last. It was felt that the use of the eyes precipitated 
and encouraged progression of the refractive error 
—particularly myopia. It is now the consensus that 
the use of the eyes has nothing to do with the pro- 
duction or progress of refractive errors. 
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If one abuses his eyes by employing poor light- 
ing, bad postural habits or excessively long hours 
of close work, asthenopic symptoms will result from 
fatigue of the ciliary muscle, extraocular muscles 
or cerebration. These finally may force the patient 
to rest his eyes, but no actual damage has been done 
to the eyes. Recovery from fatigue will occur with 
adequate rest. 

What is eyestrain ? Eyestrain, or asthenopia, is a 
convenient term which embraces the group of 
symptoms dependent upon fatigue of the ciliary 
muscle or extraocular muscles. The more common 
asthenopic symptoms are pain in or around the 
eyes associated with the use of the eyes, headaches 
associated with the use of the eyes, intermittent 
confusion of lines of print and drowsiness. 

Although asthenopic symptoms may be based on 
a need for correction of a refractive error, such 
symptoms can result from abuse of the eyes or from 
systemic conditions that are responsible for a gen- 
eral asthenia. Not the wearing of glasses but the 
treatment of the systemic condition or a regulation 
of one’s habits so that the body and eyes are not 
abused is the indicated treatment in such cases. 
“The eyes mirror the rest of the body.” 

What are sight-saving classes in school ? The term 
“sight-saving” is incorrect, for it implies that 
through specially printed reading material, light- 
ing, the wearing of glasses and methods of reading, 
one can actually preserve or save sight or prevent 
deterioration of that vision which is already present 
in the eye. No amount of reading or any method of 
reading, with or without the proper glasses, will 
alter the intrinsic visual capacity of a given eye. 
The exception to this would be an amblyopic eye, 
particularly in a young individual. Patching of the 
good eye and the wearing of the proper lens in 
front of the amblyopic eye frequently will result in 
an increase in the visual acuity of that eye. 

Sight-saving classes are actually facilitated-read- 
ing classes, for in such classes, patients with de- 


Figure 10. Simple hyperopic astigmatism: In this re lve error 
the focal line of one of the principal meridians will fall on the 
retina, while that of the other principal meridian will fall be- 
hind the retina. 


Figure 11. Compound hyperopic astigmatism: In this refractive 
error the focal line of each principal meridian falls behind the 


retina. 


creased visual acuity are furnished texts with en- 
larged print so that it is easier for them to see the =~" (( ==-||--- 22--. 
material and to interpret it. The reading of ordinary 


print would not have any detrimental effect on such 
an eye. However, if the visual acuity is poor, the 
attempt to discern and interpret difficultly seen 
printed material may lead to asthenopic symptoms. 
Individuals with less than 20/40 to 20/50 visual 
acuity have difficulty with ordinary print and re- 
quire enlarged print for comfortable reading. Such 
children can be wisely referred to “sight-saving” 
classes, 
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Figure 12. Mixed astigmatism: In this refractive error the focal 
line of one principal meridian falls in front of the retina while 
that of the other principal meridian falls behind the retina, i.e., 
in one principal meridian the eye is myopic, while in the other 
it is hyperopic. 


| 


Will glasses correct strabismus (crossed eye) ? In 
those cases in which accommodation-convergence 
disturbances are responsible for the ocular devia- 
tion. the wearing of the proper lens may eliminate 
the deviation by restoring the normal accommoda- 
tion-convergence relationship to the eye. 

The uncorrected hyperopic eye may accommo- 
date in order to see more clearly. In doing so a 
stimulus is given to convergence, since accommoda- 
tion and convergence are closely associated. As a 
result, the eye may turn in (esotropia). With the 
proper lens, excessive accommodation will not be 
necessary, and therefore the abnormal stimulus to 
convergence will be eliminated. As a result, the de- 
viation may be eliminated. 

In the myopic eye, accommodation leads to an 
increase in blurring. Therefore accommodation is 
not called into action. Convergence is also less 
stimulated, and the eye may turn out (exotropia). 
By wearing the proper lens, the patient must ac- 
commodate normally, and as a result a normal 
accommodation-convergence relationship may be 
re-established. The deviation will thus have been 
eliminated. 

In many cases of strabismus, however, there are 
factors other than accommodation-convergence im- 
balance, and in such cases the wearing of the proper 
lens will correct only part of the deviation, i.e., that 
part due to the accommodation-convergence im- 
balance. 

Why ts it that some older people never wear glasses 
—can read without them? It is normal for a person 
past his 40’s to require glasses at least for reading 
and close work because of the normal development 
of presbyopia. The explanation in those cases in 
which older people do not wear glasses even for 
close is one of the following: 

1. The patient is emmetropic, or even ametropic, 
but is illiterate or does so little close work that he is 
not concerned with his blurred vision at close. 

2. The patient is sufficiently myopic that he is 
able to see at the normal reading distance. He may 
not be concerned with blurred vision in the distance. 

3. An occasional individual will be able to see 
clearly in the distance with one eye because it is 
emmetropic or slightly hyperopic, and clearly at 
close with the other eye because it is adequately 
myopic for that purpose. 

4. The patient may not require glasses for close 
work because of the development of so-called second 
sight, actually senile nuclear cataracts. This results 
in a secondary myopia. Although the patient can 
see clearly for close, his distance vision is blurred. 


However, he may prefer to go without glasses and 
therefore will tolerate the blurred vision in the 
distance. 


Types of Glasses 
What are bifocals ? Bifocals are those glasses that 


consist of two portions, one being used for distance 
vision and the other being used for close (Figure 15). 
The distance portion is usually in the upper part 
of the lens. The lower segment is for reading and 
consists of the distance prescription plus a convex 
sphere to correct the patient’s presbyopia, i.e., to 
compensate for the patient’s loss of accommodation. 

What are contact lenses? Contact lenses are thin 
shells of glass or plastic designed to be worn over 
the anterior part of the eyeball. In general, contact 
lenses are indicated only in patients who cannot 
see adequately with ordinary glasses and can see 
better with contact lenses. Keratoconus, irregular 
astigmatism and high myopia are the more common 
real indications. They may also be used vocationally 
where glasses would be a great handicap. In some 
cases of cataract surgery—particularly where only 
one eye has been operated on and the other has 
serviceable vision—contact lenses may be tried in 
an attempt to secure binocular vision. However, 
unless there is an absolute indication other than 
vanity, the contact lenses usually end up in the 
dresser drawer. 

What are telescopic lenses ? Telescopic lenses are 
occasionally prescribed for improving the vision of 
myopes of very high degree, and of others with 
very poor vision that cannot be improved with 
ordinary glasses or contact lenses. They act like 
opera glasses, improving vision by magnifying about 
2 diameters. 

Actually very few individuals can be aided with 
telescopic lenses, since such lenses limit the field 
of vision and cause distortion and apparent move- 
ment of objects upon rotating the head, besides 
being heavy, clumsy and expensive. In addition, 
separate glasses are required for distance and for 
near. 

When are tinted lenses indicated ? Although many 
people are wearing tinted lenses, such lenses are 
actually indicated in very few. The prime objective 
of tinted lenses should be to moderate the amount 
of light that reaches the eyes. Tinted lenses are 
indicated when the eyes are unusually sensitive to 
light (photophobia) or when there is an excessive 
amount of light (dazzling). 

Slightly tinted lenses are of no value, other than 
perhaps psychologically. In order to produce any 
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significant reduction in the amount of light that 
reaches the eye, the tint must be of sufficient den- 
sity, e.g., Rayban #3 and #4 and Calobar #3 and #4. 
The #1 and #2 tints that are so often prescribed for 
ordinary wear are not advisable. Tinted lenses 
should not be worn in driving after sunset, for in 
reducing the amount of light reaching the eyes, 
they may also reduce the visual acuity. 

Does the viewing of television injure the eyes? Es- 
sentially there are only two ways in which a person 
can injure his eyes. One is by exposing them to 
particular types of radiation, such as x-rays, ultra- 
violet light, etc., and the other is by trauma. The 
use or abuse of an eye possessing a refractive error 
does not damage the eye. However, symptoms of 
asthenopia may result. Many people who formerly 
taxed their refractive errors and muscle imbalances 
minimally are now putting them to the test in view- 
ing television for long hours. This use or abuse will 
lead to symptoms not because of any damage to the 
eye per se by the television viewing, but because the 
patient must tax his ocular neuromuscular and 
cerebral systems in order to view and interpret 
what is on the screen. 

How often should glasses be changed ? The impor- 
tant point is not how often should glasses be changed 
but how often should the eyes be examined. Ideally 
the eyes should be examined thoroughly at least 
once every two years. Glasses are not to be changed 
merely because they have been worn for a certain 
number of years. Glasses are to be changed only 
when the change will improve vision or relieve 
symptoms. The reason for the annual or biannual 
examination is not principally to determine whether 
a change in glasses is indicated, but to determine 
whether any disease such as glaucoma, tumor, etc.. 
is developing. 


Explanation of Optical Terms 


How does one read a prescription for glasses ? The 
prescription is ordinarily written as follows: sphere 
+cylinder with its axis. For example, 

+2.00+ 1.00x90 is read as: plus-two sphere with 
a plus-one cylinder, axis 90 degrees. 

—2.00+1.00x90 is read as: minus-two sphere 
with a plus-one cylinder, axis 90 degrees. 

+2.00—1.00x90 is read as: plus-two sphere with 
a minus-one cylinder, axis 90 degrees. 

—2.00—1.00x90 is read as: minus-two sphere 
with a minus-one cylinder, axis 90 degrees. 

+2.00 is read as: a plus-two sphere. 

—2.00 is read as: a minus-two sphere. 
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Figure 13a. Parallel rays of light are brought to a focus on the 
retina of the emmetropic or corrected ametropic eye with accom- 
modation at rest. 


Figure 13b. Divergent rays (those coming from closer than 20 
feet) are brought to a focus behind the retina of the emmetropic 
or corrected ametropic eye with accommodation at rest. 


Figure 13c. Divergent rays are brought to a focus on the retina 
of the emmetropic or corrected ametropic eye by means of accom- 
modation which increases the convergence power of the eye. 


Figure 13d. In the presbyopic patient the amplitude of accommo- 
dation is inadequate for the purpose at hand and must be assisted 
by a convex lens which is placed in front of the eye. 
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Figure 14. The refractive power of a lens is expressed in terms 
of diopters. A lens is said to have one diopter of power when it 
brings parallel rays of light to a point focus one meter (40 
inches) from the lens. The power in diopters of a lens is inversely 
proportional to the focal length of that lens. Thus, if the power 
of a lens with a focal length of 1 meter is one diopter, the power 
of a lens with a focal length of 2 meters is ¥ diopter (0.50 D), 
while that with a focal length of ¥ meter is 2 diopters (2.00 D). 


—2.00x90 is read as: a minus-two cylinder, axis 
90 degrees. 

+2.00x90 is read as: a plus-two cylinder, axis 
90 degrees. 

What is an ophthalmologist ? An ophthalmologist 
is a physician and surgeon who has specialized in 
the diagnosis and treatment of ocular conditions— 
medical, surgical and refractive. 

What is an oculist? The term oculist is synony- 
mous with ophthalmologist. 

What is an optician ? A prescription optician does 
not examine or refract the patient, but fills the 
prescription for glasses that has been written by the 
ophthalmologist. 


Figure 15. The more common bifocal lens consists of an upper 
portion which represents the patients distance prescription. The 
lower portion—more commonly called “the add”—consists of the 
distance prescription with the addition of plus power to compen- 
sate for the patient’s decreased ability to accommodate for near 
objects. Inasmuch as the amplitude (power) of accommodation 
decreases with age, the bifocal add must be increased proportion- 
ately every one to three years once the patient has entered the pres- 
byopic age group (women 42 to 44 years, men 46 to 48 years). 


What is an optometrist? An optometrist is a re- 
fractionist who is not a graduate of a medical school. 
He has no medical background and therefore is not 
permitted to treat medical or surgical conditions 
of the eye. 

He is not permitted to instill drops into the con- 
junctival sac for diagnostic, refractive or treatment 
purposes. Inasmuch as he is not a physician, he is 
not held responsible for the detection of any ocular 
disease that may be present in a patient whom he 
is refracting. 

The function of the optometrist is to place 
lenses in front of a patient’s eye until the patient 
sees best. 


HERE'S A HELPFUL HINT 


For Painless Injections in Pediatric Practice 


Dr. Ellen P. MacKenzie uses colored ice cubes 
to prevent cutaneous pain from injections in 
needle-shy youngsters. The ice cubes are made 
from a 1:1,000 colored aqueous solution of Zeph- 
iran. (The antiseptic properties of this solution 
are not changed by freezing.) The site for injection 
is rubbed firmly with the ice cube until the skin is 
well chilled and temporarily anesthetized. Then 
the injection is given rapidly with a sharp needle. 
(J. Pediat., 44: 421, 1954.) 
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Psychologic Factors 


in the Management of Migraine 


BY JOYCE S. LEWIS, M.D. AND CLARENCE J. ROWE, M.D. 
Department of Psychiatry, University of Minnesota, Minneapolis 


The migraine patient often has many obsessive-compulsive traits. These tend to arise from three types 

of basic conflicts: (1) unexpressed hostile feelings, (2) unmet needs for dependency, 

and (3) nonspecific conflicts. Precipitating factors of individual attacks also fall into these same three groups. 
Social investigation, especially of the spouse, can aid greatly in diagnosis 


and in devising a program of effective treatment. 


FaMILIAL, allergic and toxic metabolic factors are 
generally accepted as etiologically important in the 
migraine syndrome. In this paper we wish to bring 
together some of the current concepts of psychologic 
factors and how recognition of them can aid in the 
more effective treatment of certain difficult cases. 
Initial studies of the various so-called psychosomatic 
syndromes were attempts at correlation of a charac- 
teristic personality with a specific illness. Thus, 
people suffering from migraine were described as 
highly intelligent, ambitious, meticulous, per- 
fectionistic, domineering, reserved, sensitive, re- 
sentful and humorless—in general, possessive of 
the characteristics of the compulsive personality. 
Later, as in the other psychosomatic disorders, the 
emphasis switched from overt personality de- 
scriptions as the main focus, to the study of under- 
lying dynamic patterns—that is, the ways the in- 


dividual actually adapts to stress and to given life 
situations, as evidenced both by the manner he 
handled situations in earlier life, and by the way 
he is handling current relationships and stresses. 


Dynamic Conflicts in Migraine 


It has been found that persons suffering from 
migraine have developed ways of dealing with their 
environment which, at least for them, are un- 
healthy to the extent of precipitating symptoms. 
There certainly is a spectrum of personality develop- 
ment in individuals suffering from the syndrome. 
Some have many other complicating neurotic 
symptoms and a history of extremely poor life 
adjustment. However, the majority are people who 
otherwise are judged to be successful in most areas 


of life. 
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Two prominent dynamic conflicts have been 
reported in individuals with migraine. The most 
frequent one is an inability comfortably to face and 
to express hostile impulses. This may vary all the 
way from the completely passive, always pleasant 
person who never gets angry at anyone, to the 
person who can get extremely angry at everyone, 
except one significant person (e.g., a parent or a 
spouse). Certainly, some of our patients have shown 
a greater sensitiveness to even minor slights than 
the average person and behind an outwardly calm 
exterior, seem to have a greater than average 
capacity for developing hostility. 

The second most commonly described conflict 
concerns dependency. That is, patients may con- 
tinually do things, especially in a material way, for 
others but cannot accept tenderness or care for 
themselves. In several cases where this has been 
traced back developmentally, during treatment, 
evidence was found that these people were frustrated 
and rejected in early relationships and developed a 
denial of these wishes. The history usually showed 
that ambition, material achievement and general 
compulsive behavior were rewarded by the parent. 

Besides these two factors, we wish to stress a 
third one which, although generally recognized, is 
often overlooked. That is, the effect of those cur- 
rently close to the patient in continuing the pa- 
tient’s neurosis, and oftentimes actually encouraging 
it. This might be one of the parents for those living 
at home, a close friend in those living away from 
home, or the spouse. Combinations of the above 
might also occur. 

Let us accept momentarily, the picture of a 
basically insecure individual hurt in his first at- 
tempts to form close attachments to people, but 
who still attempts to attain love at the cost of al- 
ways being good (never angry!). In spite of this, 
he probably has shown excellent professional, 
material and intellectual achievements. He has 
rigid moral standards and repressed sexual drive. 
The question is, with what kind of person would 
he form relationships? This is especially important 
in considering the spouse. 

For a person to maintain a stable relationship in 
marriage, we would expect that the spouse could 
not be one who needed to put him in a dependent 
position, could not be one who demanded too much 
tenderness from him, could not be one who stimulated 
too much hostility or the free exchange of such, 
but could appreciate and encourage his intellectual 
and material achievement. Even with the few fea- 
tures mentioned, it can be seen that a balance would 


be extremely hard to obtain. This would be an 
unstable marriage in which the patient’s ultimate 
mature acceptance of dependency feelings ani! 
socially sanctioned expression of angry feelings 
could not be obtained. Illness of any kind, with its 
naturally accgmpanying dependency, would be 
unacceptable to either partner, and they might 
actually almost compete with each other about 
illness. We have seen this in several cases, one in 
which the husband actually preferred to consider 
his wife ill and encouraged it—another where the 
husband’s ulcer symptoms varied in inverse propor- 
tion to his wife’s severe migrainous attacks. 


Illustrative Cases 


The following four cases though admittedly more 
severe and complex than average, do emphasize and 
make more recognizable some of the underlying 
conflicts. The standard pharmacologic treatments 
had been used in each case without success previous 
to admission. 

Case 1. Mrs. J. P., age 35, had migraine headaches 
since age 3. For two years prior to admission, the 
headaches were so severe and of such long duration 
that they were completely disabling. A _ mild 
meperidine (Demerol) addiction developed, since 
this was the only drug that gave her relief. She was 
a very active, aggressive, rigid, hard-driving person. 
Control of the environment was essential to her. 
She was unable to express hostility in any really 
meaningful way, often not recognizing, except by 
symptoms, that she was angry. She was afraid of 
dependent relationships almost to the point of panic 
in some instances. 

Her husband was also an outwardly rigid, hard- 
driving person without much warmth, who poorly 
hid a great deal of hostility. Most of his married life 
he had a duodenal ulcer, but was surprised that 
during his wife’s illness, he had no ulcer symptoms. 
He was especially threatened by his wife’s free 
expression of emotion and could not tolerate any 
hostility from her. 

We felt her basic problem was unresolved de- 
pendency. This seemed to be related to the period 
of neglect in infancy, a somewhat cold, narcissistic 
mother, intense sibling rivalry, and in general, 
an unhappy, unstable home situation. Early in life 
she denied these strong unfulfilled needs and at 
the same time suppressed and eventually repressed 
hostile feelings. Her main adaptation mechanism 
was to behave precisely opposite to the way she felt, 
for example, insisting that she had a “perfect” 
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marriage but actually later coming to realize that 
she had many marital dissatisfactions. She im- 
proved with treatment. At first there was a strong 
struggle between patient and doctor about the use 
of narcotics and barbiturates. Three periods of 
hospitalization were required, followed by many 
hours of psychotherapy. 

Case 2. Mrs. N. W., age 40, had severe headaches 
since age 12. At age 18 she had typical migraine 
attacks with each menstrual period and less severe 
headaches every weekend. This pattern continued 
during her marriage until after her first pregnancy 
when the headaches became much more severe. 
A second pregnancy at age 29 seemed to coincide 
with still more frequent and severe headaches, and 
it was at this time that meperidine was first used. 
By the time of admission to our hospital, she was 
using 400 to 500 mg. of meperidine a day, but she 
denied being addicted. 

Her working efficiency was severely impaired, her 
social life was negligible and the entire home life 
for her husband and two sons was centered about 
the patient and her headaches. They did the house- 
work and were very devoted to her care. It should 
be noted that during this period, she gave full ex- 
pression to regressive dependent wishes. 

Except for a brief period she lived within at 
most a mile from her parents. The patient was the 
second oldest of four siblings in a “very close 
family.”” The father had asthma and hay fever; the 
mother had “heart disease” for many years. The 
patient married a man 11 years her senior who was 
a severe alcoholic. Because of her husband’s alco- 
holism, the patient’s father had to support her and 
her husband for several years. During a two-year 
period, the husband deserted her but returned very 
repentant and, because he now has severe cirrhosis, 
no longer uses alcohol. The patient had a Wechsler 
IQ of 122. She was described in the hospital as 
showing extreme passivity and strong dependent 
needs with an inability to express hostility. 

Treatment was first directed toward her meperidine 
dependence. This was successful in the hospital 
where the husband could be excluded. Following 
discharge, the husband could not set limits nor 
tolerate his wife’s suffering, so that she again be- 
came dependent on meperidine. Secondly, treat- 
ment was aimed at developing insight so that she 
could use other adaptation mechanisms to express 
her hostility in a more constructive way. This was 
not successful because of her passivity and the 


husband’s inability to participate in her manage- 
ment, 


GP * November, 1954 


Case 3. Mrs. D. W., age 47, had severe migraine 
headaches for six years with increasing frequency, 
especially after using meperidine to the point of 
addiction. This patient worked for 14 years in com- 
mercial art before her marriage. Her father was lax 
in providing for the family, and the mother, a very 
talented woman to whom the patient was devoted, 
supported the family. 

The husband was much more sociable than the 
patient and also insisted on their moving about the 
country a great deal. This greatly upset the patient 
but she could not express these hostile feelings 
toward him, nor could she insist on his considering 
her wishes. 

She was described as a sensitive person who was 
not inclined to make friends. She gave the impression 
of marked immaturity and overt dependency, but 
claimed to be independent and able to make her 
own decisions. 

The first goal of treatment was to deal with the 
drug addiction once she was comfortable in the 
hospital. The patient could not tolerate the limit- 
setting, and partly because her husband was unable 
to take constructive steps to help his wife, she left 
the hospital against advice. 

Case 4. Mrs. A. M., age 29, had typical migraine 
headaches since age 5. In her childhood the patient 
had severe headaches about four times a year. Since 
adolescence, the frequency of attacks had increased 
until they were occurring two or three times a week 
and lasting two or three hours. 

In addition to the standard pharmacologic treat- 
ments, a total hysterectomy was done at age 25 for 
continuing menorrhagia and also to curb the 
migraine. This didn’t help, so a year later, a 
lobotomy was performed. During the following 
18 months she was not appreciably troubled by the 
headaches, but in the year preceding our study, 
they became as frequent and severe as before. 

The patient had worked since childhood and 
earned her way through college. She graduated 
with a B. S. in Nursing and was president of her 
senior class. Family life in her parental home was 
never very satisfying. The father was a ne’er-do- 

well, and the mother had to support the family. 
Both the father and mother had migraine head- 
aches. The patient, the youngest of four children, 
remembered working at age 6, picking berries to 
earn money. She married when age 24 to a “won- 
derful” husband who was very protective and unable 
to exhibit any hostility toward the patient. He had 
always suggested forms of treatment for her and 
went heavily into debt in an effort to help her. 


ky 


The husband considered her to be a nervous, 
tense woman and a driving perfectionist. Although 
the patient considered herself compulsive, she en- 
joyed company and was generally well liked. The 
most prominent factor observed during hospitaliza- 
tion was the husband’s extreme overprotection of 
her and inability to express any hostility toward her, 
even when the circumstances warranted it, and, 
in fact, even when the patient seemed to welcome it. 
Even though the patient did not remain for treat- 
ment, marked amelioration of symptoms was noticed 
from the firm limit-setting attitude of, the staff 
and isolation from her husband. 

As in all diseases afflicting mankind, the goal of 
therapy in migraine is to prevent attacks, not just 
to relieve attacks once they have begun. Enough 
evidence has been presented to establish the role of 
stress and emotional tension as major factors in 
the migraine syndrome. To understand the patient 
better seems the first approach to rational effective 
treatment. To do this takes time, not easily found 
in a busy day of practice, but the family doctor, 
especially in the smaller community, has a tremen- 
dous head start in this because of his previous 
professional and social contacts with the patient 
and his family. 

The patients need to be encouraged to discuss 
freely and frankly their problems and difficulties, 
but can only feel free to do so after they recognize 
that they can talk and receive understanding without 
criticism. A relationship of trust and confidence 


between patient and physician can develop ani 
lead toward real help for the patient in other inter- 
personal relationships. Both the physician and the 
patient can develop insight toward what produces 
tensions in the patient and other methods of adaptiny 
to stresses once they can be recognized. 

In talking to the patient, one should try to dis- 
cover the life situation in which the attacks first 
occurred, the events that precede exacerbation, the 
periods of life when attacks were absent, and finally, 
the apparent precipitant of attacks, which may 
appear from one hour to several days before the 
onset of headache. Always remember that these 
patients may deny personal troubles in the first 
interviews. 

In this treatment scheme, several features stand 
out: (1) The use of barbiturates or narcotics in 
the treatment of these cases seems hazardous, not 
only because of the very real possibility of addiction, 
but more because the symptoms actually seem 
to increase and become worse. (2) The whole 
process of helping the patient may be expedited 
by working with an involved close relative or spouse 
who is creating intolerable and unmanageable 
tension for the patient. (3) Besides altering the 
patient’s environment, re-education in planning his 
pattern of activity and actually encouraging outlets 
for creative drive outside a home can be of value. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Leukemias in Older People 


SINCE LEUKEMIAS are uniformly fatal, mortality sta- 
tistics afford a satisfactory method for*measuring 
the incidence of these diseases. Using this method, 
Cooke found that the incidence of leukemias in- 
creased during the period from 1930 to 1949, as 
shown in the accompanying diagram reproduced 
from the original article. The increase in mortality 
rate for age groups under 50 years was thought to 
be attributable at least in part to improved knowl- 
edge of diagnosis. However, in age groups over 50 
years, the rise in death rate was of a magnitude 
difficult to be accounted for by increased recogni- 
tion of cases. Cooke concluded that there has been 
an actual increased occurrence of leukemias in per- 
sons over 50 years. (Blood, 9:340, 1954.) 
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A Conservative 
Creatment for 
Ingrown Toenail 


BY WILLIAM F. LYNN, M.D. 
Pasadena, California 


Trousie from an ingrown toenail is basically a 
foreign body reaction. It is caused when a rough or 
sharp portion of the laterial margin of the nail 
forces its way into the soft tissue of the lateral sur- 
face of the toe. The lateral margin of the nail nor- 
mally is contained in the subungual groove 
formed in childhood by the pressure of the soft tis- 
sue against the nail margin when the child first 
begins to walk. 

The full weight of the body, forcing the tissue 
upward against the nail, which is held down by close 
fitting shoes, causes this groove to become a well- 
formed, and highly important portion of the toe 
anatomy. When the nail is broken or cut behind the 
distal end of the groove, the groove disappears due 
to the pressure and regrowth of the tissue, with the 
result that the new nail, growing out, forces its way 
into the soft tissue. 

Removal of the nail, from the bed outward, re- 
moves the source of irritation temporarily. How- 
ever, as the pressures from below and above still 
exist, the circumstances are ripe for recurrence of 
the previous condition. 

Packing with cotton to elevate the margin of the 
nail has been used successfully. However, this 
treatment may be difficult and painful. 

It was postulated that smoothing the nail margin 
and reforming the subungual groove might be success- 
ful in overcoming the difficulty, and the following 
method was devised. 

A strip of Celudex transparent index tab is cut 
46 inch to ¥ inch wide parallel to the back fold 
and approximately 1% inch long. This has a cross 
section resembling a key hole (Figure 1). One end 
of the strip is rounded in a gradual curve. The 
curved end is then inserted under the lateral margin 
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Figure 2a. Lateral view. The curved end is inserted under 
the lateral margin of the nail between it and the soft tissue of 
the toe being sure to include the sharp cutting portion of the nail. 


Figure 2b. End view. Celudex has been trimmed to desirable 
nail length. (Photographs by Downie and Associates.) 


Figure 1. Celudex strip as cut from index tab. 
— 
: 
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of the nail, between it and the soft tissue of the toe, 
being sure to include the sharp, cutting portion of 
the nail (Figure 2a and b). The material is taped in 
place with a %-inch strip of adhesive tape across 
the center of the Celudex and the nail. A second 
piece of adhesive tape is placed across the end of the 
Celudex which has been trimmed to desirable 
length. 

There are occasions when it is necessary to block 
the distal portion of the toe to insert the Celudex 
strip. This is indicated when the sharp edge of the 
nail is more than half the nail length back from the 
toe tip. It is only necessary during the first insertion 
of the strip. 


The strip may be left in place for one to tw. 
weeks without danger of infection, since the smoot); 
plastic is in close enough contact with the tissue t» 
promote capillary drainage. This is true to the ex- 
tent that a swollen, inflamed toe will rapidly de- 
terge and become normal within 24 hours. 

It will be found that the subungual groove is re- 
formed after the first week of this treatment. It is 
necessary to continue the “splinting” of the nail, 
until it is completely regrown and may be trimmed 
squarely across the tip of the subungual groove. 

The patient should be instructed in the proper 
method of trimming nails so that the condition will 
not recur. 


Causes of Asthma 


THE TERM “bronchial asthma” is redundant, 
according to Swineford. The wheezing, which is 
asthma, can develop only with bronchial involve- 
ment. He uses “asthma” to describe all syn- 
dromes in which there is wheezing. In writing a 
diagnosis, he further qualifies the term ‘‘asthma” 
by listing all of the recognized types of causes of 
wheezing in each case being diagnosed. The chief 
advantage of this approach to the classification of 
asthma seems to be that it enforces a more careful 
attempt to identify all causes in an individual pa- 
tient. This in turn engenders a more rational and 
specific therapy. 

The groups of causes of asthma are shown in 
the diagram below, reproduced by permission 
from the Journal of Allergy. With this as a basis, 
Swineford’s classification of wheezing can be out- 
lined as shown at the right. 


CAUSES OF WHEEZING 


HRONIC LUNG 
DISEASE 


1. Group | types 
A. Atopic (allergic) causes 
1. Foods 
2. Inhalants 
3. Drugs 
B. Infectious causes 
C. Mixed atopic and infectious 
ll. Group Il types 
A. Reflex causes 
1. Nasal polyps 
2. Thyroid nodules 
3. Carcinoma of lung 
4. Foreign body 
B. Physical causes 
1. Temperature changes 
2. Drafts 
3. Wet feet 
4. Abnormal humidity 
C. Chronic lung disease 
1. Emphysema 
2. Fibrosis 
3. Cysts, etc. 
D. Psychogenic causes 
ll. Group Ill types 
A. Cardiac causes 
1. Left ventricular failure 
B. Bronchial obstruction (wheezing may be localized or 
reflexly generalized; see II, A) 
1. Infection 
2. Tumor 
3. Foreign body 
C. Idiopathic 


Using this classification, Swineford cites some 
examples of recorded diagnoses in patients at the 
Allergy Clinic of the University of Virginia Hospi- 
tal, as follows: “asthma, atopic (or allergic) ; asth- 
ma, infectious; asthma, atopic, physical, and car- 
diac; asthma, atopic, infectious, reflex, with 
emphysema or bronchiectasis, or bronchial ob- 
struction; etc.”—(J. Allergy, 25:151, 1954.) 
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Failure in Ulcer Cherapy 


BY BRENDAN PHIBBS, M.D. 
Casper Clinic, Casper, Wyoming 


In a series of 100 cases of duodenal ulcer, failure of medical therapy was related 

to a variety of causes: improper use of antacids (usually too little and not often enough), 

failure to forbid night feedings, failure to interdict acid stimulants, inadequate dietary instruction, 
exclusive reliance on vagal-blocking drugs and preoccupation with psychic factors. 

An effective medical regimen has been at hand for some time. There is no excuse for not using it. 


THIRTY-SEVEN years ago Sippy described a medical 
regimen for the promotion of healing in peptic 
ulcers. It was a simple regimen; it was logical; it 
gave excellent clinical results. The work of Sippy 
and his associates left no doubt that the key to con- 
trol of peptic ulcer lay in continuous neutralization 
of the hydrochloric acid of the gastric juice. 

At that time, workers in the field hailed the bright- 
ening of a new day in ulcer management. Now, al- 
most four decades later, one wonders whether Sippy 
lived and struggled in vain. In current medical 
writings, references to “incurable,” “intractable” 
and “resistant” ulcers abound in such numbers as 
to gladden the hearts of our surgical colleagues. 
Ulcer remedies crowd the advertising pages in be- 
wildering numbers, suggesting strongly that no 
very effective means of therapy is at hand. 

What has gone awry? Is it not possible to control 
a benign ulcer by medical means? The question is 


rhetorical. Almost any duodenal ulcer—one is ~ 


tempted to say any duodenal ulcer—can be healed 


by medical measures. The fact that so many ulcers 
fail to respond is the result only of the inadequate 
therapy applied. A “cultural lag” in the medical 
sense has interposed between the elucidation of an 
effective regimen directed toward acid neutraliza- 
tion, and the application of this knowledge by the 
clinician. Considering the time intervening, this lag 
has stretched to monstrous proportions. 

In every case of recurrent or intractable duode- 
nal ulcer that has come to my attention, one or 
more fairly obvious errors in management have 
been the cause of the recurrence or failure. This 
has been so consistently true that one feels safe in 
saying there is no such thing as an “incurable” 
duodenal ulcer; there are only failures in applica- 
tion of therapeutic measures on the part of the 
physician or inadequate cooperation on the part of 
the patient. 

It seems likely that the torrent of publications 
concerned with the role of psychic factors, gastric 
mucin, enterogastrone, vagal-blocking drugs and 
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the like, has directed attention away from the single 
essential concept in the management of peptic ulcer 
—that when the pH of the stomach is maintained 
at a sufficiently high level for a sufficiently long 
time, any benign ulcer will heal. One gains the im- 
pression that many physicians are not aware of the 
kind of regimen necessary to achieve such acid 
neutralization, despite ample publication on the 
subject. To investigate this notion, I have analyzed 
a series of 100 cases of duodenal ulcer which had 
been classified as therapeutic failures. Gastric ulcers 
have been excluded because of a conviction that a 
majority of gastric ulcers should be removed sur- 
gically as pre-malignant lesions. 


A Study of Failures 


These cases were selected on the following basis: 
(1) All were patients who had been advised to have 
surgery since previous attempts at medical therapy 
had failed; (2) all cases responded without much 
difficulty to a simple acid-neutralization regimen 
with dietary regulation; (3) in each case, one or 
more detectable errors in management appeared to 
have been responsible for the previous difficulty. 

On compiling the results, some of these errors 
reappeared with surprising frequency. They were 
often in loud violation of the principles of acid neu- 


tralization or suppression, so much so that one be- 
comes convinced that practice in this regard has 
declined grieviously over the past two decades. A 
restatement of some of these principles and an in- 
dex of these errors seems to be very much in order. 


1. “TAKE A LITTLE ANTACID WHEN IT HURTS.” 


In 46 cases, irregular or casual use of antacids 
appeared to be the cause of failure. As a rule, a 
schedule of administration had not been pre- 
scribed. The patient had been given a bottle of an 
antacid, usually an amphoteric hydroxide, and told 
to “take some whenever discomfort appeared.” 
Human nature, fatigue and carelessness combined 
to interdict any use of antacids until pain had be- 
come intolerable. Often these patients appeared 
surprised when told to take an antacid every hour; 
such a notion appeared new to them. 

The folly of haphazard medication needs little 
comment. If healing is to take place, the gastric 
acid must be neutralized continuously. If one hopes 
to have a patient ingest an antacid frequently enough 
to accomplish this, a rigid schedule must be pre- 
scribed. The patient must be exhorted to the effect 
that any deviation will mean failure. 


Such a ritualistic schedule actually accomplishes 
two things. Besides being the only way to achieve 
some control of gastric acid levels, it inspires a 
good deal of assurance in the confused, perhaps 
frightened patient. Thorough instruction of the pa- 
tient with a good degree of understanding of the 
reason for the acid-neutralization regimen is an 
excellent first step in psychotherapy. 


2. IMPROPER TIMING OF ANTACIDS 


Thirty-five patients, including some of the afore- 
mentioned 46 had experienced difficulty because 
the physician had apparently not known the dura- 
tion of action of the antacids employed. In ten 
cases calcium carbonate or related compounds had 
been given every éwo hours, without other medica- 
tion or food in the interim. Since the effect of cal- 
cium carbonate is largely dissipated within 45 min- 
utes or an hour, the resurgence of hydrochloric 
acid during the following hour could be expected 
to undo whatever healing had begun. Twelve pa- 
tients had been given a single tablet of calcium 
carbonate immediately after each meal and at bed- 
time. It is doubtful that this quantity of the antacid 
would exert any detectable effect on the gastric 
acid (Figure 1). 

In the remaining cases, amphoteric hydroxides 
had been employed. Almost invariably, the amount 
was too small, and the intervals between doses too 
prolonged to induce any healing. A teaspoonful 
dose was the commonest variation on this theme, 
usually administered every two hours. As Palmer 
has emphasized, very large doses of these hydrox- 
ides, at frequent intervals, are necessary if the pH 
is to be raised significantly. It is difficult to decide 
whether the physician, in such instances, does not 
realize the amount of antacid required, or is un- 
aware of the degree of acid neutralization necessary 
to permit healing. 


3. NIGHT FEEDINGS 


Sixty-two patients had been told to take a glass of 
milk or a “little something” to eat upon retiring. 
This is much the commonest error encountered. 
One must conclude that teachers in medical schools 
are failing to emphasize this feature of ulcer man- 
agement. I have often asked groups of medical 
students whether or not a glass of milk or a dish of 
pudding at bedtime was a reasonable addition to an 
ulcer schedule. Invariably, the answer has been 
**Yes.” I have then asked the same students to de- 
scribe the phases of acid secretion, and they have 
parrotted, “Cephalic, gastric and intestinal.” 
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Figure 1. Infrequent administration of antacids. This figure represents an approximation of the 24-hour pattern of pH of the gastric 
juice when an antacid, such as calcium carbonate, is administered three, four or five times a day. Note the brief period of elevation of 
bH following each dose, and the prompt drop in pH below the zone of peptic inactivation. Unless the pH is maintained near 4.0 or 


higher, healing will probably not take place. 


It has to be pointed out that since the intestinal 
phase of acid secretion follows ingestion of food by 
two, three or even four hours, depending on the 
emptying time of the stomach, the ingestion of any 
food at about 10 o’clock at night will give rise to 
significant and harmful acid secretion later in the 
night when the patient is not taking any antacid 
medication. The older clinicians all knew the im- 
portance of cutting down nocturnal acid stimula- 
tion by keeping the evening meal small, and by for- 
bidding any nourishment thereafter. The current 
generation does not seem to be aware of this fact 


(Figure 2, page 103). 


4. FAILURE TO INTERDICT ACID STIMULANTS 


Next to histamine, alcohol and caffeine are the 
two strongest known stimulants to the formation of 
acid in the stomach. Twenty-two patients had been 
allowed to drink coffee in “reasonable amounts” 
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(one, two or three cups per day), and 19 patients 
were drinking Coca Cola or other caffeine-contain- 
ing cola drinks without restraint. Twenty-five pa- 
tients were taking one or two ounces of whisky a 
day “to relax them,” either before supper or at 
bedtime. Fifty-six patients were smoking heavily, 
either because they had defied the physician’s orders 
or because they had not been advised to stop. 

The physician’s own habits appeared to be the 
deciding factor in interdiction of acid stimulants. 
This is a phenomenon which has been elucidated 
only by the exercise of a good deal of tact and in- 
direction. It appears clear that physicians who are 
themselves heavy smokers are very reluctant to 
admit the effect of smoking on peptic ulcers. Physi- 
cians who are enthusiastic drinkers are even more 
reluctant to deny their patients the benefits of al- 
cohol. 

Someplace in our medical teaching someone must 
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hammer home the necessity for a dichotomy be- 
tween one’s personal pleasures or addictions, and 
one’s advice to a patient. Until every physician has 
been psychoanalyzed, one supposes, this sort of per- 
sonal coloring of medical regimens will persist. 


5. INADEQUATE DIETARY INSTRUCTION 


Thirty-eight patients had been improperly or 
inadequately instructed about their diets. Ice-cold 
orange or tomato juice, fried potatoes, ice cream, 
cabbage and the like had been consumed in large 
quantities, almost invariably because their dietary 
instruction had been casual to the point of neglect. 
The patient who is told “not to eat any fried foods” 
or “to avoid anything irritating like pepper” may be 
said to have had no dietary instruction at all. Any 
layman needs a clearly written-out, carefully ex- 
plained dietary outline. 

I do not believe that the very severe restrictions 
imposed by earlier ulcer diets are ever necessary in 
uncomplicated cases (i.e., the gruel-milk type of 
regimen). Meulengracht’s contributions to the 
understanding of dietary management of ulcers are 
among the most significant in our time. Meat, eggs, 
appropriate puréed vegetables, etc. may be included 
in initial ulcer diets without difficulty and with 
benefit. However, certain irritants, such as citric, 
mallic and gallic acids, must be interdicted; failure 
to do so appears to prevent or delay healing. 


6. EXCLUSIVE USE OF VAGAL-BLOCKING DRUGS 


Thirty-eight of the therapeutic failures in this 
series had been treated with vagal-blocking drugs to 
the exclusion of other therapy. While the powerful 
anticholinergic drugs have been helpful in ulcer 
management, they have not been an unmixed bless- 
ing. It seems to be temptingly easy to tell a patient 
to take three or four of these tablets a day, leaving 
the rest of the ulcer regimen in the hands of God. 
The results are usually disastrous. In every instance, 
the ulcer either recurred or never abated under this 
kind of half-hearted treatment. Like a little knowl- 
edge, a little therapy can be a dangerous thing, at 
least with respect to ulcer management. 


7. “It’s ALL IN YOUR SUBCONSCIOUS.” 


The most intelligent patients were those most 
vulnerable to this trap. Sixteen patients, all reason- 
ably well informed, had neglected any acid-neutral- 
ization regimen because of their preoccupation with 
psychic trauma underlying the ulcer state. “Why 
take powders,” one exclaimed, “This whole thing is 
an expression of anxiety finding release through my 


vagal discharge.” To this, one can only bow assent: 
nobody would question the truth of the second half 
of this statement. 

If the psychiatrist wishes to say that a peptic 
ulcer is a somatic manifestation of psychic disease, 
no internist should quarrel. He is probably correct. 
One must add that two elements are present in the 
genesis of an ulcer: first, a basic “tendency” or 
diathesis, which may consist of a hypersecretory 
tendency; and second, the psychic insult which 
provokes this diathesis. 

The results of the caffeine test of Ivy, among 
other data, prove that the ulcer patient is physical- 
ly different in his pattern of secretion of hydro- 
chloric acid from the “normal.” The claims of 
some psychoanalysts to have detected a typical, 
predictable ‘‘constellation” in the mental pattern 
of ulcer patients have not been substantiated by 
any convincing clinical proof. 

Thus, to produce healing, one might attack 
either the physical characteristic—high acid levels 
—or the psychic injury. Actually, one must do 
both. The clinician who leads an ulcer patient to 
gain some insight into his sources of anxiety has 
achieved much—possibly the major factor in a cure 
or remission. But a snare lies on this path. The 
psychic elements in the causation of peptic ulcer 
lie deep, often far beyond the reach of the average 
physician, and only occasionally within the grasp 
of the trained analyst. Ir the ulcer patient could 
be completely relieved of all anxiety; w all ob- 
sessions, compulsions and conflicts could be re- 
lieved or resolved, the ulcer might heal quickly. 

In practice, adequate psychotherapy is usually 
not within the financial means of the patient. 
When it is, it takes so long to be effective that the 
patient may have bled, perforated or become ob- 
structed by the time he is completely integrated 
with his environment. Most discouraging sights 
of all are the patients who have been sent to psycho- 
analysts and who, having undergone a complete, 
two-year, $6,000 analysis, then proceed to hemor- 
rhage from the same ulcer. 

Briefly, if the patient becomes so absorbed in 
contemplation of his psyche as to regard neutrali- 
zation of acid as a childish or fuddy-duddy pro- 
cedure, he has been hastened on his way to thera- 
peutic failure, and an ultimate gastrectomy. 


Lessons of Experience 


There are some lessons to be drawn from this 
series. Compressing them into one sentence: Ulcer 
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Figure 2. Effect of night feedings. Nocturnal hypersecretion is a characteristic of the patient with a duodenal ulcer; reduction of the 
total volume of HCl secreted and retained in the stomach during the night is a key factor in ulcer healing. Late feedings, as illus- 
trated, set in motion the whole chain of secretory activity, with accentuation of nocturnal secretion. This one error may frustrate the 


purpose of the entire regimen. 


management must be as carefully thought out, 
prescribed, described and enforced as management 
of severe diabetes or tuberculosis. It frequently is 
not. 

The physician must keep the hydrochloric acid 
of the stomach neutralized to the point at which 
healing can take place in the ulcer crater. If healing 
is to progress, this neutralization must be as nearly 
continuous as possible. To accomplish this, one 
must combat stimulation of acid secretion: one 
must recognize and circumvent the chemical, neuro- 
genic and hormonal stimuli to acid secretion. The 
patient must be assured that such neutralization 
is possible, and must be fired with considerable 
zeal to achieve it. The casual approach is ineffectual 
and ultimately dangerous. 

Gastroenterology is a peculiar subspecialty. A 
few ounces of caffeine-containing beverage a day, 
or a misplaced late-night feeding may seem trifling 
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matters to the physician accustomed to ponder on 
17-ketosteroid excretion or neoplastic invasions. 
These apparent trivia, however, may bring the ulcer 
patient to the point of hemorrhage, perforation or 
obstruction. They then cease to be trivia. 

The careful exclusion of acid stimulation in the 
ulcer patient is as important as the diabetic’s daily 
dose of insulin: omission is quite as disastrous. 
The observations listed indicate that the Sippy 
regimen has not lost its efficacy—it has simply not 
been applied. 

There appears to be widespread lack of under- 
standing of the rationale on which the regimen is 
based, and even more widespread misinformation as 
to the detailed workings of an adequate acid-neu- 
tralization program. 

The original writings of Sippy, and after him of 
Palmer, are sufficiently numerous and accessible so 
that there is little excuse. 
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Che Patch Test 


BY A. ROSTENBERG, JR., M.D. 


Department of Dermatology and the Allergy Unit, University of Illinois College of Medicine, Chicogo 


This test is used mainly for detection of a delayed allergic sensitivity to a substance suspected 

as a cause for contact dermatitis or dermatitis venenata. The technique of testing 

is simple enough if the physician is aware of a few simple precautions. The patch test should never be 
the first procedure for establishment of an etiologic diagnosis. The history and morphology 

of a dermatitis take precedence, and often make patch testing superfluous. 


THE PRIMARY PURPOSE of the patch test is to deter- 
mine whether or not an allergic sensitivity of the 
eczematous variety is present to the substance in 
question. At the outset it should be realized that 
allergic sensitizations can be divided into two major 
varieties, namely, the immediate and delayed. The 
immediate can, in turn, be subdivided into the an- 
aphylactic and the atopic. The patch test has no 
place in unearthing substances causing reactions 
of the immediate type. For this, scratch or intra- 
dermal tests are employed. 

The delayed type can be subdivided into the 
bacterial and eczematous. Patch tests can also be 
used to detect the bacterial variety of the delayed 
type, e.g., the tuberculin patch test, but its utility 
for this is rather limited, and knowledge concerning 
it is still rather meager. From the point of view of 
the practicing physician, the prime use of the patch 
test is to determine substances toward which the 
test subject possesses a sensitivity of the eczematous 


variety of the delayed type, and it will be only with 
this purpose that this article will be concerned. 

The clinical entity which is the expression of an 
allergic reaction of the eczematous variety of the 
delayed type is contact dermatitis or dermatitis 
venenata. In this country, those terms are used 
interchangeably. It is necessary, however, to realize 
that a contact dermatitis can be brought about 
either by way of a primary irritant or because of the 
existence of the aforementioned type of allergic 
sensitization. The patch test, as it is currently 
used, has no place in detecting primary irritants. 

To recapitulate, the patch test is used to detect 
to what substances a person with an allergic variety 
of contact dermatitis is sensitive. 


Technique of Testing 


From the technical side, the patch test consists of 
applying the substance in question to an area of 
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normal skin. The word “normal” means that the 
area is not only anatomically grossly normal, but 
that it is presumed to be physiologically normal, 
meaning that it has not recently been the site of any 
cutaneous eruption which at least in theory could 
have left a disturbed cutaneous function in its wake. 

Sites for Testing. The usual sites of the application 
are the volar surfaces of the arms and the back. 
The legs and the chest or abdomen can be used, 
but ordinarily there is no particular point in testing 
on these areas. 

The arms, of course, have the additional virtue 
of accessibility. Patch tests should not be applied 
to skin that is too hyperkeratotic or to hairy areas. 
For obvious reasons, they are not ordinarily applied 
to the face. 

It has been suggested that the tests be applied as 
close to the site of the eruption as possible, as it 
has been said that the skin there is more likely to 
react. In my opinion, this is poor advice, for while it 
may be true that the skin in that area is more likely 
to react, the reaction may be on a nonspecific basis, 
merely betokening greater vulnerability because 
this skin may not be physiologically normal; hence 
the reaction may be a false positive not signifying 
the presence of an allergic eczematous hypersensi- 
tivity, the point that it was desired to determine. 

Types of Tests. In general, patch tests can be 
classified, from a technical point of view, as to 
whether they are covered or uncovered. It is im- 
portant to realize that the concentration of the 
test substance may vary considerably according to 
which type of test is employed. The decision as to 
whether covered or uncovered tests will be used is 
ordinarily made according to the nature of the 
material to be tested. There are various modifications 
of the covered variety, some of which will be subse- 
quently mentioned; but the test usually employed, 
and the one with which by far the greatest clinical 
experience has been had, consists of applying the 
material under an occlusive dressing. For purposes of 
convenience, I shall refer to this type of test as the 
standard patch test. 

The occlusive dressing usually consists of adhesive 
tape, approximately two by two inches, which has 
about half of the central portion of the adhesive 
surface covered with an inert material, such as 
Cellophane. The material to be tested is then placed 
on the skin and the dressing applied to it, so that 
the Cellophane-covered portion of the adhesive is 
over the test material. The Cellophane is used be- 


cause in many people, adhesive yields a moderate 
degree of erythema and irritation, which may be 
difficult to tell from a weak reaction to the test 
substance ; consequently the Cellophane provides an 
area protected from the adhesive in which there 
will be no reaction unless it be to the suspected 
substance. 

Commercially prepared patch tests are available 
which have the advantage of being ready to use, but 
otherwise have no special virtue. 

The form in which the test material is applied 
depends, as a rule, upon its physical nature. Ex- 
amples are given in the following table. 


Products 


Form Applied 


Insoluble solids, e.g., wood 


products, metal scrapings, 
fabrics, etc. 


Scrapings are ground up into a 
powder and used as such, or 
dispersed in an ointment, or 
small pieces of the actual ma- 
terial. 

Usually made up into solutions. 


Soluble Solids 
iqui As such. May need to be diluted. 


Liquids 


In the case where the test material is in a liquid 
form, a bit of white cotton or linen or plain blotting 
paper (wool or the newer synthetic fabrics are not 
advised) is usually wetted with the material and 
then this placed on the skin. Care should be taken 
that the pledget is not so wet that the pressure of 
the dressing will cause it to run. Undissolved 
objects are usually moistened, but this is probably 
not necessary, as there will be enough insensible 
perspiration under the dressing to moisten the 
article in question. Some authorities have suggested 
an artificial sweat (a weak urea-saline solution) as a 
wetting agent. This is not necessary. 


Modifications of Technique 


Various technical modifications of the patch test 
have been devised. Most of these, however, have 
limited clinical value. Two situations may require a 
revision of the testing technique. 

The first, and by far the most common, is where 
the patient is exceedingly sensitive to adhesive. In 
this event, substitute substances must be found in 
order to keep the test material in contact with the 
skin. Many have been suggested, such as rubber 
cement, collodion; also, several types of shields 
which can be bandaged on. 
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The second is where it is desired to determine 
whether or not a hypersensitivity exists to an ex- 
ceedingly volatile substance. Using a standard 
patch test, the material often evaporates before 
adequate contact has been obtained. To circumvent 
this, different types of chambers have been devised; 
the most commonly employed one is Rokstad’s. 
This consists of about a two-inch square of plastic 
which has in its center a small depression about ¥ 
inch in depth and about 4% inch in diameter. The 
volatile material is placed in the depression, either 
as such or on a bit of absorbent material. The entire 
disk is then placed firmly against the skin with the 
depression pointing away from the skin surface, so 
that the skin bulges into the little dell. The disk is 
then taped on at its periphery. It can be seen that 
the intimacy of contact will provide adequate ex- 
posure to the volatile material and also vastly 
minimize evaporation. However, as already men- 
tioned, the occasions when such a technique is 
needed are not numerous. 

The open patch test is one in which the material is 
just applied to the skin and left uncovered. This 
type of testing has certain advantages, but on the 
other hand, it is of rather limited utility as there 
are not too many materials with which this can be 
done. Some of the common materials with which 
open tests are used are: cosmetics, such as nail 
lacquers, and plant oleoresins. The latter are com- 
mercially available in the form of acetone extracts. 
The surface of the skin is wetted with the solution; 
in a moment the acetone evaporates, leaving a 
small, reasonably adherent, film of the oleoresin on 
the skin surface. 

The concentration of the material must fall within a 
range which is bounded above by a strength that is 
definitely not primarily irritating and below by a 
strength which has been empirically proved to be 
adequate to produce a positive reaction in the vast 
majority of persons with an eczematous sensitivity 
to the substance in question. The problem then 
arises—where can information on appropriate con- 
centrations be obtained? With many substances the 
strength in which it is to be applied is obvious, as 
for example, clothing fabrics, scrapings from jewel- 
ry, cosmetic face creams, etc. In general, a rough 
working rule is to test in the concentration in which 
the material is handled. This precept, while of some 
value, has many exceptions because (a) the natural 
contact with the substance may be of a very inter- 
mittent character so that, while it is not primarily 
irritating under such circumstances, it would be 
under the continuous contact of a patch test; (b) a 


substance may not be primarily irritating where it is 
allowed to evaporate freely, but where it is not 
allowed to do so, as under a standard patch test, it 
can be primarily irritating. Examples of substances 
to which the latter remarks apply are: turpentine, 
gasoline, kerosene, many organic solvents and many 
mouth washes. 

In the case of turpentine, gasoline and kerosene, 
intermittent contact is not particularly irritating, 
but should any of these be applied under an occlusive 
dressing they will be found to be strongly irritating. 
Many mouth washes contain essential oils which are 
not irritating when swished around for a moment 
and then expectorated, but they are irritating under 
the conditions of a standard patch test. Certain 
chloroamides when in contact with perspiration 
slowly release chlorine. This, if allowed to escape, 
causes no trouble; but if the chlorine is prevented 
from escaping, it tends to go into solution, forming 
hydrochloric acid, and thereby irritates the skin. 

Dilutions to Use. This then means that substances 
such as these have to be diluted in order to be used 
for testing. The question arises as to what strength 
is appropriate. The simplest answer is to look up 
the material in a published list of patch test concen- 
trations. (The largest list of such information was 
that compiled by Rostenberg and Sulzberger (J. 
Investig.Derm., 2:93, 1939). This list has been re- 
printed in several places. Some are: (1) Schwartz, 
L., Tulipan, L., and Peck, S. M., Occupational Dis- 
eases of the Skin, Philadelphia, Lea & Febiger, 1947; 
(2) Sulzberger, M. B., Dermatologic Allergy, Spring- 
field, Ill., Charles C Thomas, 1940; (3) Sulzberger, 
M. B. and Baer, R. L., Eds., The 1943 Year Book of 
Dermatology and Syphilology, Chicago, The Year 
Book Publishers, 1944; (4) Urbach, E. and Gottlieb, 
P. M., Allergy, New York, Grune & Stratton, 2nd 
ed., 1946.) 

It is however, obvious that no list can be complete 
and new chemicals are continually being syn- 
thesized ; consequently, one is often confronted with 
the necessity of testing with a substance for which 
no information as to a proper strength exists. In 
this event, the way to proceed is to apply the ma- 
terial both to the patient and to an appropriate 
control. The appropriate control consists of a per- 
son who presumably has not been previously ex- 
posed. Such a person is yourself or some office 
employee. In order to label the patient as eczema- 
tously allergic to the unknown substance it is neces- 
sary to find a strength to which he will react and 
to which the control will not. In order to have 
confidence in this interpretation, there should be 
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at least a three- or fourfold difference in the reacting 
concentrations. 

To avoid the possibility of a primary irritant 
reaction, the material should be diluted, say, to 1 
or 2 per cent, if this is possible. It will be a rare 
substance that will cause a primary irritation at this 
concentration. If the tests on the patient and the 
control are both negative, the concentration is then 
increased, say, to 5 to 10 per cent. If the tests on 
both are again negative, the concentration is in- 
creased to approximately 25 per cent. If the tests 
are still negative it is questionable as to whether it 
is worth while doing any further tests, as it would 
be very unusual to find a substance to which a 
person was eczematously allergically sensitive yet 
only at a concentration of more than 25 per cent. 
I have never encountered nor heard of such a 
material. 

If both the patient and the control give a positive, 
it is suggestive that at that strength the material is 
a primary irritant, and the concentration should 
be halved or quartered and the tests reapplied. It 
should be realized that a person can be allergically 
eczematously sensitive to a substance that is also a 
primary irritant. If, during the course of the testing, 
a strength is found at which the patient’s reaction 
is positive and the control’s is negative, and assum- 
ing that the patient can be shown to react to a dilu- 
tion, say, four- or fivefold weaker than the control, 
it is concluded that the patient is allergically 
sensitive to the material. 

Form of Material To Use. An important aspect of 
patch testing, but one that does not arise too fre- 
quently, is a consideration of the form in which the 
chemical is used for the testing. By this is meant 
that the substance in one chemical form is suitable 
for testing, yet in another closely related chemical 
form it might not be. For example, paraphenylene- 
diamine presumably sensitizes by breaking down 
into a series of intermediate chemicals, ultimately 
ending up as a quinone which combines with body 
protein, and this is the true antigen. There is rea- 
sonably good evidence that, in order for a reaction 
to be elicited in the already sensitized individual, 
the compound has to go through the same altera- 
tions and end up with the same conjugated protein. 
If paraphenylenediamine is applied in the form of 
the dihydrochloride salt, it is partially protected 
from being converted into the necessary interme- 
diate compounds, and consequently a spurious nega- 
tive might be obtained. 

Another example of chemical form is nicotine; if 
nicotine is applied as the free base, its absorption is 
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facilitated and its toxic potential becomes much 
greater; whereas, if it is applied as one of its salts, 
the absorption is much less, and consequently the 
likelihood of a toxic reaction is materially reduced. 

In the case of certain materials, it is apparently 
necessary to apply the material in a form that is 
capable of ionization. This usually presents no 
problem, but with certain rare compounds this 
contingency may arise. 


Interpreting Patch Tests 


The patch test is ordinarily left on for 24 hours. 
However, all patients should be warned that if they 
experience any severe burning or stinging at the 
site of application, the test should be removed. On 
the other hand, patients should be informed that 
bathing or any activity which may tend to cause 
perspiration or favor their mechanical dislodgement 
should be avoided. 

In reading tests, except with very obvious posi- 
tive reactions, the sites should not be read until 
about ten to 15 minutes after the tests have been 
removed. This is done in order to allow any ery- 
thema which developed as a consequence of the 
physical removal of the test to subside. 

In the event that the site is negative 24 hours 
after application, it should not be concluded that a 
reaction will not appear, as in the case of weak re- 
actions, one may not become manifest until as long 
as five days after application. It is believed that 48 
hours is probably an optimal routine time for reading. 

Grading Tests. It is customary to grade patch 
test reactions according to the intensity. Cor- 
responding to the intensity, certain “‘plus” sym- 
bols have been used. A definite but not very intense 
erythema without any evidence of vesiculation is 
labeled as one plus. A very intense erythema or a 
less intense erythema with papulation and no or 
minimal vesiculation is labeled as two plus. A 
definitely vesicular response is labeled as three 
plus. A large bulla or ulcer or a necrotic reaction is 
labeled as four plus. Occasionally, it is practically 
impossible to decide whether or not a positive re- 
action is present. In this event the reading is usually 
labeled as a question or as a plus-minus. The proper 
procedure in such a situation is, as a rule. to repeat 
the test. 

The photographs illustrate some reasonably typi- 
cal patch test reactions. Figure 1 illustrates two 
mildly but definitely positive reactions. These 
would be graded as 1+. Figure 2 illustrates a rather 
intense erythematous response but without evi- 
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Colerless Neil Polish Reaction 


Figure 1. A 1+ reaction to nail polish. The allergen in nail 
polish is usually a sulfonamide resin. Consequently, a patient 
will react the same to all shades or to colorless polish, as the 
tests indicate. 


Figure 2. A 2+ patch test showing strong erythema. 


dence of vesiculation, except possibly in one small 
area. This would be labeled as a 2+. Figure 3 
exhibits a confluent denuded area, vesicle-studded, 
necrotic-appearing, with much surrounding ery- 
thema and papule formation. It would be regarded 
as a 3-4+ reaction. This was a reaction to a nickel 
coin and illustrates severe sensitivity. Figure 4 
shows one large bulla. This developed from testing 
with a hair dye and illustrates a severe eczematous 
allergic one. The black color is from some of the dye 
or its products being contained in the fluid of the 
bulla. Ordinarily, one tries to get reactions of the 
strength shown in Figures 1 and 2. The reactions 
shown in Figures 3 and 4 are too strong, but this is 
not always avoidable. 

It now might be worth while to consider some of 
the factors which, as far as is known, determine 
whether a patch test will be positive. These might 
be conveniently set forth according to the following 
outline. 


Factors Influencing Reaction 


A. Host factors 
1. Intensity of sensitization 
2. Innate reactivity 


B. Allergen factors 
1. Nature—solubility and  absorbability 
characteristics 
2. Concentration 
3. Length of contact 


C. Adventitious factors 


1. Environmental 
2. Accidental 


Several of the points enumerated in the table 
are self-explanatory, but some of them possibly re- 
quire a few additional comments. 

The host factors were listed as (1) intensity of 
the sensitization, and (2) innate reactivity. Or- 
dinarily, by intensity of sensitization is meant the 
antibody titer—the concentration of antibody per 
unit of tissue. In the case of the eczematous variety 
of the delayed type of sensitization, it is difficult to 
consider intensity of sensitization from this point of 
view, inasmuch as there are no conventional anti- 
bodies which are demonstrable by any of the usual 
techniques. It is believed that the “antibody” in 
this form of allergy is an adapted enzyme system in 
certain cells of the reticuloendothelial system. 


_ Assuming this to be true, intensity of sensitization 


would then primarily be a reflection of the number 
of cells with the adapted enzyme system in the area 
to which the patch had been applied or the number 
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of cells with adapted enzyme systems that could be 
brought to the area in question. 

When the concept of “innate reactivity” is con- 
sidered, there is probably even less specific informa- 
tion, but it does appear that there are inherent 
variations in the way individuals react to constant 
stimuli. For example, if a certain concentration of 
histamine is injected intradermally into a series of 
persons, there will be a certain degree of variation 
in the size of the erythema and the flare and wheal 
produced. If a primary irritant, such as croton oil, 
is put on the skin of a series of persons, a certain 
degree of difference in the amount of irritation 
engendered is seen. In general, it is not known what 
determines these differences, but that they exist 
seems definite. It then follows that in patch testing, 
even though the amount of antibody and the con- 
centration of antigen applied are the same in two 
individuals, a difference in the intensity of reactions 
could be obtained. It would not seem necessary to 
comment regarding the allergen factors, as these are 
all quite explicit. 

As to adventitious factors, it has been reasonably 
well shown that certain substances, which are only 
mildly irritating under one set of environmental 
circumstances, can be much more irritating under 
another set of environmental circumstances. This is 
especially true under closed patch testing. It 
probably relates to amount of perspiration formed 
under the test. The term “‘accidental factors” refers 
to intimacy of contact between the patch and the 
skin and the possibility of friction or of mobility 
during the time the test is on the skin. 


Indications for Patch Tests 


In the diagnosis of a contact dermatitis, first and 
foremost comes morphology. In other words, the 
first decision the physician has to make is, what is 
the nature of the cutaneous lesion that the patient 
presents? After deciding that the condition in 
question is a contact dermatitis, the next problem is 
that of etiologic investigation, and here the most 
important factors are (1) appearance and distribu- 
tion of the lesions, and (2) history. These two 
alone will often enable one to arrive at an etiologic 
diagnosis. Figures 5 and 6 illustrate such cases. It is 
obvious that tests are not required in these two 
patients in order to arrive at an etiologic diagnosis. 

In the event that this is not possible, and un- 
fortunately this is frequently the case, additional 
aids must be employed. These are usage tests and 
patch tests. 
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Figure 3. A severe reaction to a nickel coin, showing an almost 
necrotic surface studded with small broken vesicles. This would 
be classed as a 3+ reaction. (Photograph, courtesy of Dr. Leon 
Goldman, University of Cincinnati.) 


The important point is that patch tests, for the 
purpose of etiologic diagnosis, should never be a 
first procedure but are only to be employed when 
the other measures already mentioned have failed to 
provide adequate discrimination. 

Under indications, I have so far discussed the 
patch test primarily as a final discriminatory tool to 
distinguish among several suspect substances which 
appearance and history have failed to differentiate. 
This is, of course, the usual and most important use 
of the test. But occasionally the test serves for what 
might be called prophetic purposes. 

Suppose a person is sensitive to a wrist watch 
strap. The location of the dermatitis and its history 
make this unambiguously clear, so that there is no 
reason to patch test from the point of view of 


Figure 4. Severe bullous reaction to a hair dye. The bulla ap- 
pears black because some of the dye is in the fluid. This illus- 
trates a 4+ reaction. 


H 
i : 
| 


Figure 5. Localization of a dermatitis to a garter buckle. In a 
case such as this, one glance is sufficient for the diagnosis. This 
patient also had trouble with metal elsewhere, as wrist watch 
strap, earrings, etc. 


diagnosis. Yet, patch tests might be indicated be- 
cause the person wishes to wear a wrist watch 
band, and it is desired to determine what materials 
or what metals the person could use. Accordingly, a 
series of tests might be done, say, with nickel, gold, 
silver, stainless steel, etc.; and if he reacts only to 
the nickel he could be informed that if the strap 


Figure 6. The diagnosis in this case is obvious. It shows how 
often the skin reflects the pattern of contact with the allergen. 
It also shows that at points of maximal pressure and motion, 
such as at the lower margins, the dermatitis becomes confluent 
and hence the pattern becomes obscured. 


does not contain nickel or a nickel alloy, he prob- 
ably will be able to tolerate it. However, it should 
be pointed out to the patient that the test only 
shows that he is at the moment not sensitive. He 
has already displayed that he is a genetically suit- 
able person to acquire a sensitivity by virtue of the 
fact that he developed a dermatitis from the nickel! 
in his wrist watch band, so that it is possible that 
after a suitable exposure he might acquire a sensi- 
tivity to some other metal. 

Another common situation where prophetic test- 
ing is often done is in the case of lipstick sensitivity. 
As every woman knows, a lipstick is the last cosmetic 
she is willing to relinquish. In the event that she 
develops an allergic cheilitis from the use of a stick, 
the ingredients of lipsticks can be obtained from 
many of the companies, especially those featuring 
“hypoallergenic cosmetics.” Tests are done with 
these and if, as is usually the case, she is sensitive 
to only one of the ingredients (often a bromo acid), 
a stick can be constructed which omits that in- 
gredient and, while not being cosmetically quite so 
elegant as the original, yet from the woman’s point 
of view it will be far superior to no stick at all. 

Assuming there is a need for diagnostic patch 
tests, the question occasionally arises as to when 
these should be done in relation to the development 
of the dermatitis. In this connection, a good working 
rule is, the longer one can wait, the better. If a 
patient has an acute, spreading dermatitis, the risk 
of harm from the testing is much greater than if the 
patient had an indolent or a receding one. I have 
heard it said that one should not wait, as the patient 
sometimes goes into a refractory state after an acute 
dermatitis, and at this time they may give a false 
negative to the patch test. I know of no evidence to 
support such a statement and have never seen an 
example of it. 

Despite the desirability of waiting to test until the 
acute phase is over, this may not always be feasible 
for a variety of reasons. Two common examples are 
(1) where a patient has come a long distance and 
cannot stay, and, more commonly (2) where a 
patient is believed to be sensitive to one of several 
medications applied and it is desired to continue 
certain of them if possible or to ascertain if he is 
reacting to the base. 

Complications and dangers might be conveniently 
listed according to the table on the next page. 

It is well to remember when doing a patch test 
that a sensitized individual is being exposed to the 
allergen to which he is sensitive. Essentially, what is 
being attempted is to develop, in miniature, the re- 
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action that the patient developed spontaneously. 
Usually this can be dene with a reasonable degree 
of safety; but every so often, for reasons sometimes 
obscure, a much more severe reaction than was an- 
ticipated develops. This may consist of relighting of 
the dermatitis from which the patient seeks relief, 
or even development of a more generalized one. If 
the original dermatitis was a widespread one and 
the entire process is exacerbated, the patient has 
been done a distinct disservice. 

This then emphasizes a point that has already 
been made, namely, that patch tests should not be 
done unless there is a real indication that they are 
necessary. This admonition is, of course, in no way 
unique for patch tests. Actually, they are probably 
safer than many other forms of testing, but it is 
felt that in this day of the mechanization of medi- 
cine, tests of all kinds are tending to be substituted 
for the bedrock of diagnosis, namely, the physical 
examination and history; whereas tests should only 
be supplementary to these. The next possibility is 
that the reaction developed becomes so severe that 
scarring takes place. This is a rather rare develop- 
ment and nearly always could have been avoided if 
an appropriate concentration had been used. 

Another point to consider is the possibility of 
sensitizing the patient (or a control) to some of the 
test materials. As patch tests are ordinarily done, 
the patient is tested with several substances, and as 
a rule only one of these is the actual material to 
which he is sensitive. The possibility then arises 
that he can be sensitized to the remaining ones. 
This can happen and occasionally does, but I 
would say rather infrequently. For it to happen re- 
quires that the material be a relatively strong aller- 
gen or that the patient be of the appropriate genetic 
makeup. It might then be asked, assuming it does 
happen, has the subject been materially harmed by 
the development of such a sensitization? I believe 
that the answer to this in the vast majority of 
instances is an unqualified no. First, if the substance 
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is a rather common material and the patient was 
capable of becoming sensitized to it by the rather 
insignificant exposure of a patch test. it is reason- 
able to believe that the patient sooner or later 
would have developed a sensitization to it in any 
event. If the material is an uncommon substance 
that the patient would not ordinarily encounter, a 
sensitization to it, from a practical point of view, is 
of no importance, inasmuch as the patient will not 
be meeting the material to which he has become 
sensitized. 

On the theoretical side, there is much reason to 
believe that the basis of an eczematous allergic 
sensitization consists of the adaptation of an enzyme 
system and that this system will stay adapted only 
so long as there is intermittent contact with the 
material to which it has become adapted. If, for 
some reason, total abstinence from the antigen can 
be achieved, the system will, as a rule, revert, so 
that the sensitivity no longer exists. If then the 
material to which the patient became sensitized is 
an unusual one which he will not again encounter, 
the sensitization will be of short duration. 

These last remarks are particularly germane when 
it comes to the use of control subjects. It might be 
argued that it is proper and legitimate to take a 
certain degree of minor risk in connection with the 
patient but that such is not proper or legitimate with 
the control. But, as I have just pointed out, the 
actual risk to which a control for patch testing is 
subjected is very trivial. 

Turning to nonimmunologic hazards, the first is 
that irritation is produced either because of the use 
of a primary irritant concentration or because of the 
patient’s sensitivity to adhesive. The former can 
easily be avoided if the points already mentioned 
are adhered to. The second is rarely of sufficient 
severity to be really troublesome, and in this event 
it too could have been avoided if the patient had 
been properly interrogated. 

A point which is related to the too severe reaction 
is the development of hyperpigmentation or a 
keloid at the site of the patch test. These are rare 
sequels. They seem to be partly related to the 
severity of the reaction that develops, and partly to 
the inherent liability of the test subject to develop 
this type of reaction. As an additional safeguard 
against keloid formation, although frankly this is 
not ordinarily done, it might be well to question 
patients before patch tests are applied as to whether 
they ever developed keloids at the site of minor 
trauma. Should this be the case, one will have to 
weigh this potential risk against the need for tests. 
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Practical Cherapeutics 


Medical and Surgical Problems of Splenomegaly 


BY S.P. LUCIA, M.D. ANDM.L. 


HUNT, M.P.H. 


Department of Medicine, Sub-Department of Preventive Medicine, University of California School of Medicine, San Francisco. 


THE SPLEEN consists of three basic tissues: (1) a com- 
plex system of vascular channels, (2) a highly dif- 
ferentiated lymphoid tissue, and (3) a basic tissue, 
the reticuloendothelial system. These tissues are 
not peculiar to the spleen, but are present and func- 
tion similarly in other organs of the hematopoietic 
system. Thus the spleen is not essential to life since 
its basic functions may be carried on elsewhere. 

Under abnormal conditions, the spleen may be- 
come enlarged, and some or all of the splenic tissues 
may show hyperactivity or they may assume patho- 
logic activities which are seemingly unrelated to 
normal splenic functions. The pathologically en- 
larged spleen is frequently associated with aberrant 
function of the liver, the bone marrow and the 
peripheral blood, and therefore the relationship of 
these various organ systems to the enlarged spleen 
must be determined before instituting therapeutic 
procedures, especially those involving surgical ma- 
nipulations. 


The Normal Spleen 


In the normal spleen (Figure 1), the vascular sys- 
tem perhaps plays the most important part, in that 
it makes possible the structural basis for the reser- 
voir function of the organ, and in its intricate “closed 
system” sinusoidal circulation, it prepares effete red 
cells for their dissolution. In the destruction of red 
blood cells, iron is recovered and made available to 
the bone marrow for the synthesis of new hemo- 
globin, and bilirubin is transported to the liver. Nor- 
mally, the lymphoid follicles contribute a portion of 
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lymphocytes to the peripheral circulation and also 
produce some of the normal serum globulins. The 
reticuloendothelial system (a) acts as a scavenger 
removing waste materials, debris and foreign sub- 
stances from the peripheral blood; (b) shows some 
hematopoietic activity; and (c) plays a part in the 
normal immune mechanism of the body. It has been 
suggested that the normal spleen produces a hor- 
mone which acts upon the bone marrow to regulate 
platelet production. 


The Hyperactive Spleen 


The normal spleen has various potential func- 
tions which remain dormant until increased activity 
is required (Figure 2) : (1) the release of sequestered 
red blood cells into the circulation when there is an 
increased demand for oxygen—at high altitudes, 
after inhalation of poisonous gases, etc., or in in- 
stances of sudden blood loss; (2) the production 
and release of lymphocytes, and/or plasma cells 
which may be involved in the immune responses to 
certain infectious agents; and (3) the intensive pro- 
duction of blood cells when other hematopoietic 
centers are (a) depressed—as in myeloid metapla- 
sia, bone marrow tumors, myelofibrosis and myelo- 
sclerosis, or (b) overworked—as in pernicious 
anemia, thrombocytopenia and hemolytic anemia. 
When the spleen is called upon to perform any of 
the above activities over a long period of time, 
splenomegaly may result from increased functional 
demand. 
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Figure 1. 
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Treatment. As a rule, splenectomy is contraindi- 
cated in splenomegalies resulting from increased 
functional demands because the hyperactivity of the 
spleen is compensatory and the alterations within 
the spleen are secondary. As a consequence the re- 
moval of the hyperactive spleen may be harmful. 
since the spleen will return to normal when the 
primary condition is rectified. 

If treatment is necessary to relieve the discom- 
forts of an enlarged spleen, general therapeutic 
measures will usually suffice, such as: (1) mechan- 
ical support of the spleen by the use of binders, 
belts or corsets; (2) specific and symptomatic treat- 
ment for any underlying disease where splenomeg- 
aly is a secondary complication; (3) the use of hy- 
drochloric acid, iron and esophageal dilatation in 
splenomegalies associated with hypochlorhydria, 
sideropenia and/or strictures of the upper gastro- 
intestinal tract; and (4) the use of liver substance 
parenterally, and/or stimulants of blood formation 
orally for those specific forms of anemia associated 


with splenomegaly. 


The Pathologic Spleen 


SPLENOMEGALIES WHICH PLACE A BURDEN ON THE LIVER 


Since all blood flowing through the spleen must 
subsequently pass through the liver, the derivatives 
of disease from a pathologically enlarged spleen may 
induce disease within the liver (Figure 3). Con- 
versely, disturbances affecting the vascular channels 
or the parenchyma of the liver may produce changes 
within the spleen; the enlarged spleen then imposes 
a further burden on the liver which leads to circula- 
tory congestive changes, potential hemolytic crises 
and ultimately cirrhosis. Within the latter group of 
conditions may be included: (1) the Banti syn- 
drome, regardless of its cause, whether it be due to 
portal hypertension, splenic vein thrombosis, um- 
bilical vein thrombosis, chronic sepsis, syphilis, 
tuberculosis or malaria; (2) hepatitis associated 
with splenomegaly; and (3) lipoid histiocytoses, 
especially Gaucher’s disease. Other conditions in 
which the presence of a large spleen places a burden 
on the liver are: “splenic anemia,” splenic cysts, 
tumors and abscesses, and instances of bulky spleno- 
megaly of unknown etiology. 


TREATMENT 

In all of these conditions splenectomy is advisable 
because (a) the removal of the enlarged, congested 
and pathologically overactive spleen unburdens the 
liver; (b) it reduces the risk of esophageal hemor- 
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rhage and gastrostaxis; (c) it may eliminate leuko- 
penia; and (d) it renders impossible the threat of 
hypersplenism. 

In Banti’s syndrome with portal vein obliteration 
without evidences of liver damage—in addition to 
splenectomy and depending on the merits of the 
case—it is advisable to perform an anastomosis of 
the splenic vein with the left renal vein in order to 
unburden the portal venous system of increased 
pressure. 

It is very important that an adequate vessel is 
chosen for the shunt in order to avoid postoperative 
hemorrhagic diatheses. 

In Banti’s syndrome with mild cirrhosis, it is advis- 
able to produce a shunt either using the splenic vein 
or the portal vein in addition to splenectomy, be- 
cause it delays or removes the threat of postopera- 
tive hemorrhage. 

In Banti’s syndrome with advanced cirrhosis, in 
addition to splenectomy, means other than reducing 
portal venous pressure must be used. To preserve 
whatever liver function may be holding the patient 
in adequate compensation, a careful investigation of 
the individual case dictates the character of the pro- 
cedures practiced on the veins and arteries. Some 
have advised resection of the lower portion of the 
esophagus and upper part of the stomach to avoid 
gastrostaxis. Some have recommended “‘interrupt- 
ing portal-to-systemic communications, from above 
the diaphragm by venous ligation, or from below the 
diaphragm combined with gastric transection.” 

In Banti’s disease with terminal cirrhosis, no treat- 
ment, either medical or surgical, has been successful 
although a portal exchange operation devised to 
“drain off the portal blood by anastomosing the 
portal vein to the inferior vena cava or the right 
renal vein (after removal of the kidney) and to re- 
place this source of blood to the liver by anastomos- 
ing the right renal artery to the hepatic end of the 
portal vein”, and the reverse operation, arterial 
ligation, have both been tried. While the former 
operation may be a way of “permanently recon- 
structing the severed arterial supply to the liver,” it 
is technically a difficult procedure and the postop- 
erative mortality is high. 


SPLENOMEGALIES ASSOCIATED WITH HYPERSPLENISM 


Hypersplenism occurring in the course of splen- 
omegalies may be due to aberrations of one or more 
of the basic splenic functions (Figure 1) and may 
result in: (1) anemia, either hemolytic or phago- 
cytic; (2) leukopenia ; and/or (3) thrombocytopenia 
with or without increased vascular permeability. 
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Figure 4b. 
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Figure 4c. 


HyYPERSPLENIC MECHANISMS RESULTING IN ANEMIA 


Aside from any hemolysis of the erythrocytes 
which may occur outside the spleen, there may be 
excessive removal of erythrocytes from the periph- 
eral blood with subsequent destruction of them 
within the vascular sinuses of the spleen (Figure 
4a). The excessive phagocytic activity of the spleen, 
resulting in removal of abnormal erythrocytes, is 
one manifestation of secondary hypersplenism. 
This variety is characteristic of congenital hemo- 
lytic anemia, but may occur to some extent in Medi- 
terranean anemia, sickle cell anemia and acquired 
hemolytic anemia in which the “sensitized” eryth- 
rocytes which are coated with adsorbed globulin 
may suffer alterations in form and shape, and reach 
the spleen in a form ready to be phagocytosed. 


HYPERSPLENIC ACTIVITIES OF THE LYMPHOID TISSUES 


The lymphoid tissues of the spleen may be in- 
volved in secondary hypersplenism (Figure 4b) asso- 
ciated with (a) certain infections which produce a 
lymphocytosis or plasmacytosis, and (b) lymphatic 
or plasma cell leukemia. There are some indications 
that the lymphoid follicles of the spleen may also 
produce abnormal serum globulins such as are 
found in multiple myeloma. 


HYPERSPLENIC ACTIVITIES OF THE RETICULOENDOTHE- 
LIAL TISSUES 


Abnormal blood cells may be produced by the 
reticuloendothelial tissues in the course of various 
diseases such as tuberculosis, undulant fever, mul- 
tiple myeloma, sarcomas and myeloid leukemia, 
leading ultimately to secondary hypersplenism 
(Figure 4c). 

Primary hypersplenism, in which no antecedent 
or concurrent disease is demonstrable, may be pro- 
duced by abnormal activities of the reticuloendo- 
thelial tissues of the spleen. Excessive phagocytosis 
of blood cells may result in splenic anemia, splenic 
neutropenia, thrombocytopenia or pancytopenia. 
The production of abnormal iso-antibodies which 
act against red blood cells or platelets may result in 
acquired hemolytic anemia or thrombocytopenia, 
respectively. Acquired hemolytic anemia may also 
be due to the action of hemolysins, presumably of 
the lysolecithin type, produced by the reticuloendo- 
thelial tissues of the spleen. 

There is some evidence that the pathologic spleen 
may produce: (1) toxins which act on the cells of 
the capillary walls and cause an increased capillary 
permeability and subsequent purpura, and/or (2) 
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hormonal substances which act on the bone marrow 
and inhibit the production and/or maturation of 
blood cells. This latter mechanism may be responsi- 
ble for anemia, neutropenia, thrombocytopenia 
and/or pancytopenia of the hypersplenic variety 
without an extrasplenic cause. 


TREATMENT 


Splenectomy is essential for the treatment of 
primary hypersplenism—in order to remove: (a) a 
major repository of excessively active (phagocytic) 
reticuloendothelial tissue; (b) a source of anti- 
erythrocyte or antiplatelet agglutinins, hemolysins 
and/or nonspecific lysins involved in the destruc- 
tion of blood cells and/or platelets; (c) inhibitory 
effects of splenic hormones on the bone marrow; 
and (d) a source of toxins increasing the permeabil- 
ity of capillary walls. 

The use of ACTH or cortisone is advisable as pre- 
operative treatment especially when hemolysis is 
prominent, since it decreases capillary permeability, 
probably suppresses immune reactions between cells 
and antibodies, and may influence hematopoiesis of 
erythrocytes and platelets in the bone marrow, thus 
compensating for destruction of blood cells in the 
spleen. The beneficial effects of a first course of 
ACTH or cortisone which produces a remission 
may not be repeated on subsequent courses. There- 
fore, if splenectomy is contemplated, it should be 


done during the remission which follows the first 
course of ACTH or cortisone in order to take the 
best advantage of these medicinal agents. This is 
especially important in active hemolytic anemia, 
where the use of ACTH or cortisone and transfu- 
sions of fresh, whole, type-specific blood as tolerated 
are used in anticipation of splenectomy. This same 
treatment may also be applied to situations when 
bleeding due to increased capillary permeability or 
thrombocytopenic purpura is present. 

In acute idiopathic thrombocytopenic purpura of 
nonallergenic type, when bleeding continues despite 
two or three transfusions of fresh, whole blood, 
splenectomy may be obligatory, especially in chil- 
dren who show no tendency to spontaneous remis- 
sion. In adults, splenectomy in these circumstances 
may be considered a possible preventive of cerebral 
hemorrhage. 

In secondary hypersplenism, the splenomegaly is 
a compensatory mechanism and splenectomy is ad- 
vised only when it is necessary to remove the source 
of complications which may be more rapidly fatal 
than the primary disease. Following splenectomy 
for primary hypersplenism, the bone marrow is ap- 
parently able to replace the normal constituents of 
the peripheral blood. When splenectomy is per- 
formed for secondary hypersplenism, only a compli- 
cation is removed and the prognosis remains that of 
the primary disease. 
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THIs PHOTOGRAPH shows a tattoo on the hand of an 
unusually undesirable young man. This patient, 
and another with the same symbol, were treated 
for acute narcotic intoxication recently. They gave 
a history of narcotic addiction, and admitted, 
grandiosely, that the tattoo identified them as 
**Pachucos.”” The Pachucos were recently given 
considerable notice in newspapers and magazines, 
when numbers of them were found in the Armed 
Forces. Here they were outstanding only for their 
vandalism and lawlessness. 

These two patients estimated that 50 per cent 
of their fellow-Pachucos used narcotics with some 
regularity. Although they were unreliable his- 
torians—probably psychopaths—such evidence as 
is available reinforces the impression that addiction 
may be prevalent in this group. 

The symbol is reproduced here since it may 
identify a drug addict. 
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Figure 1, a and b. Bibasilar pneumonia, more marked on the 
left side, (a, above) two hours after and (b, below) two weeks 
after ingestion of kerosene. 


Figure 2, a and b. Bilateral pneumonia involving portions of 
all lobes (a, above) soon after and (b, below) one month after 
ingestion of kerosene. 


Kerosene Pucumonttis 


SOL KATZ, M. D. 


AN EDITORIAL in the October, 1954 issue of G/’ 
stressed the responsibility of parents for the develop- 
ment of kerosene pneumonitis in children—care- 
lessness in storage accounting for most cases of 
accidental swallowing of this petroleum derivative. 

Regardless of whether the kerosene reaches the 
bronchi, bronchioles and alveoli as a result of 
hematogenous transfer, inhalation or aspiration, 
the result is the same. The pulmonary pathologic 
changes are due to the marked irritating action of 
this agent. There ensues a necrotizing broncho- 
pneumonitis which may be mild or severe depend- 
ing on the degree of dilution of the kerosene, its 
volume and the length of time it remains in con- 
tact with the lung tissue. 

Positive roentgen findings may appear within 
30 minutes after the ingestion of kerosene. The 
mildest change consists merely of an accentuation 
of the bronchovascular markings. In addition there 
may be small patchy areas of increased density 
often bilateral and more marked at the lung bases, 
especially on the right. At times the only finding 
is a small area of hazy density in the right cardio- 
phrenic angle. When the process is advanced the 
densities are diffuse and occupy large areas of 
the lung. Although portions of all lobes of both 
lungs are frequently involved, the basal segments 
show the most extensive change. 

The lung findings usually show the maximum 
alteration two to eight hours after the onset. Roent- 
genographic changes not only precede clinical 
manifestations but marked changes frequently are 
seen in the chest film with mild clinical findings. 
Clinical improvement precedes the resolution of 
the pulmonary process which is complete within one 
to three weeks. Emphysema, empyema, pneumo- 
thorax, pleuritis and superimposed bacterial pneu- 
monia may occur as complications. 

Identical roentgenographic changes are seen 
following the ingestion of furniture polish, turpen- 
tine or cleaning fluid. There is nothing distinctive 
about the clinical or x-ray findings in any of the 
forms of chemical pneumonitis. A correct etiologic 
diagnosis depends upon the history of contact with 
the toxic agent. 
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Cips from Other Journals 


Idiopathic Thrombocytopenic Purpura 


In rp1opaTHIC thrombocytopenic purpura, two co- 
agulation defects—the diminished platelet count 
and a lack of capillary resistance—account for clin- 
ical bleeding. Zarafonetis, Steiger and Cary ap- 
praised the effect of steroid therapy (ACTH, corti- 
sone, oral hydrocortisone) on these defects in 11 
patients. 

Such therapy invariably controlled clinical bleed- 
ing and improved capillary resistance. The effects 
on the platelet count were variable. The results can 


be tabulated as follows: 


Effects of Steroid 


No response—3 cases 1 1 1 


Temporary 
remission—1 case 1 


Prolonged 
remission 


(cure?) —4 cases 


Remission 
with gradual 
relapse—3 cases 


The authors concluded that the uniform good 
effect of steroid therapy on clinical bleeding and 
capillary resistance make such therapy ideal for the 
emergency treatment of idiopathic thrombocyto- 
penic purpura. They noted also that steroid therapy 
should be used preoperatively to minimize the risks 
of surgery in patients undergoing splenectomy. 
(Am. J. M. Sc., 228:1, 1954.) 


GP e November, 1954 


Treatment of Migraine 


For PATIENTS who are too nauseated with an attack 
of migraine to take ergotamine tartrate by mouth 
and who cannot arrange to have the drug adminis- 
tered hypodermically, Graham prescribes a rectal 
suppository of ergotamine tartrate (1 mg.) and caf- 
feine alkaloid (100 mg.). With some tailoring of 
these doses to fit individual needs, good or fair 
results are obtained in 90 per cent of migraine at- 
tacks, and unpleasant side effects of the drugs are 
unusual. In the author’s opinion, the rectal route of 
administration is superior to the oral route. 

Some patients have been instructed to insert a 
Cafergot tablet in the rectum for treatment of mi- 
graine. This is well tolerated, and the tablets seem 
more effective than when given by mouth. Although 
less efficacious than a cocoa-butter suppository, the 
tablets are more economical and are easier for the 
patient to carry around. (New England J. Med., 
250 :936, 1954.) 


Thromboembolism Not a Risk 


THERE HAS BEEN some fear that cortisone causes an 
increased risk of thromboembolic disorders because 
it induces a state of hypercoagulability of the blood. 
For patients already having a predisposition to ve- 
nous thrombosis (usually underlying vascular dis- 
ease), it has been suggested that anticoagulants be 
given prophylactically whenever cortisone is used. 
A report by Russek and associates is reassuring 
that cortisone-induced thromboembolism must be 
rare enough that consideration need not be given to 
simultaneous administration of an anticoagulant. 
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These authors administered cortisone for periods 
of about three weeks to 86 consecutive patients 
having serious cardiac or vascular disorders that 
predispose strongly to thromboembolism. Specific 
measures to prevent thromboses were not taken 
except to encourage active and passive motion and 
frequent change of position in bed. Thromboem- 
bolic complications were not encountered during 
the course of cortisone therapy nor during the ensu- 
ing several weeks. 

As a sidelight to the chief purpose of their report, 
the authors noted that comparatively simple pre- 
cautions were effective in preventing other adverse 
reactions to the drug, particularly sodium retention. 
The precautions—a low-salt diet and 3 Gm. of 
potassium chloride daily in divided doses. (Am. 
Heart J., 47:653, 1954.) 


Blood Pressure in Rheumatoid Arthritis 


In a stupy of blood pressure records in 320 un- 
selected cases of rheumatoid arthritis, Turner and 
Lansbury found that diastolic hypotension is con- 
stant enough in this disease to be included as a 
diagnostic feature. This thought is strengthened by 
the fact that the incidence of hypertensive vascular 
disease is quite rare in cases of true rheumatoid 
arthritis. 

The authors also noted that certain agents used 
for reduction of blood pressure (hexamethonium 
and hydralazine) sometimes provoke syndromes 
that closely resemble rheumatoid arthritis, dissemi- 
nated lupus erythematosus and scleroderma. This 
led to the speculation that rheumatoid arthritis re- 
sults from a hypothalmic disturbance in which 
efferent neural discharges are somehow diverted 
into pathways that account for production of the 
collagen disease. (Am. J. M. Sc., 227:503, 1954.) 


Streptomycin Once Weekly 


RorusteEIn and Johnson compared the effeetiveness 
of 2 Gm. of streptomycin one day a week plus daily 
para-aminosalicylic acid or oxytetracycline, with 
the use of 1 Gm. of streptomycin twice weekly plus 
daily para-aminosalicylic acid or oxytetracycline. 
Using such criteria as roentgenographic and spu- 
tum conversion, the two regimens were comparably 
effective at the end of eight and 12 months. 

The authors suggested that the regimen of once- 
weekly streptomycin would have use chiefly in out- 
patient therapy for patients who have shown satis- 
factory progress with a regimen employing strep- 


tomycin at more frequent intervals. With the trend 
toward longer courses of chemotherapy extending 
into or beyond the second year, many are being 
discharged from institutions as having arrested or 
inactive tuberculosis with a recommendation to 
continue chemotherapy on an outpatient basis. 

The authors believe that the savings in time and 
personnel achieved by cutting the number of visits 
in two are worth striving for and make the once- 
weekly regimen worthy of widespread use. It is only 
because the twice-weekly regimen appeared slightly 
more effective at the four-month period that the 
authors are reluctant to recommend the use of the 
once-weekly regimen early in the course of all cases 
of active tuberculosis. (Am. Rev. Tuberc., 69:980, 
1954.) 


Pulmonary Edema and Pneumonia 


IN AN ATTEMPT to determine if the frequent simul- 
taneous occurrence of pulmonary edema and pul- 
monary inflammation was merely a coincidence or if 
there was a pathophysiological relationship between 
the two disorders, Robin and Thomas reviewed the 
charts and postmortem findings of all patients who 
had a pathological diagnosis of pneumonia or pul- 
monary edema or both during the past ten years at 
the Peter Bent Brigham Hospital. The authors 
found that not only did these conditions frequently 
coexist, but that the occurrence of one predisposed 
to the development of the other. 

The four basic factors producing pulmonary 
edema are increased pulmonary capillary pressure, 
increased pulmonary capillary permeability, de- 
creased pulmonary capillary oncotic pressure and 
decreased alveolar fluid resorption. Pneumonia acts 
directly on the pulmonary capillary to increase its 
permeability and may act indirectly because of 
anoxic myocardial failure. Pulmonary edema fluid 
serves as an excellent culture medium for poten- 
tially pathogenic organisms and also immobilizes a 
patient, decreases his ability to get rid of secretions, 
decreases ventilatory efficiency and thus lays the 
ground for pulmonary infection. 

The major therapeutic implications of these con- 
cepts are that vigorous chemotherapy appears to be 
the best weapon against pulmonary infection in the 
presence of acute pulmonary edema. Furthermore 
the patient with pulmonary infection should be 
regarded as extremely “fragile” with respect to 
fluid and osmotic balance at the level of the pul- 
monary capillary. For this reason parenteral fluids 
should be given with the knowledge that pulmonary 
edema can be produced easily. The differential 
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diagnosis between these two conditions may be 
difficult or even impossible to establish by history, 
physical signs, laboratory study or x-ray. (Arch. Int. 
Med., 93: 713, 1954.) 


Bronchogenic Carcinoma 


In THEIR review of 517 cases of bronchogenic carci- 
noma, Ehler, Stranahan and Olson found that only 
30 per cent of cases were considered “operable” at 
the time they were diagnosed at the Albany Hospi- 
tal. The remaining 70 per cent of patients had 
metastases or were in poor general condition and 
therefore unsuitable for operation. About 40 per 
cent of patients who underwent operation were dis- 
covered to be suitable for surgical resection (Figure 
1). In other words, when a diagnosis of broncho- 
genic carcinoma was made, there was about one 
chance in ten that an attempt could be made to ob- 
tain a surgical cure. 

In the authors’ series, 90 per cent of the cancers 
that were identified histologically were either squa- 
mous cell or anaplastic types. There was the expect- 
ed predominance of male patients. The commonest 
time of onset of symptoms was in the fifth and sixth 
decades. The commonest single location of all tu- 
mors was in the right upper lobe. 

In 220 cases in which diagnosis was made over 
five years before the termination of the study, five 
patients (2.3 per cent) survived for five years or 
more (Figure 2). There were no five-year survivors 
among patients found to have lymph-node metas- 
tasis at the time of operation. (New England J. Med., 
251:207, 1954.) 


Figure 1. 
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Hemochromatosis in Thalassemia 


Currin reports an unusual case of thalassemia ma- 
jor (Mediterranean anemia) in which there was se- 
vere liver disease associated with abnormal iron 
deposition. While Mediterranean anemia is not 
characterized by hemolytic crises as are spherocy- 
tosis and sickle cell disease, it has been shown that 
the average life span of red blood cells is short in 
this condition. The life span averages 20 to 30 days, 
in contradistinction to the normal life span of 120 
days. As a consequence, excess amounts of iron 
pigments appear in the tissues. In thalassemia it has 
been postulated that iron saturates the tissues be- 
cause it is absorbed in excess of the body’s ability to 
metabolize it. Increased amounts of iron pigment 
in the tissues after a period of years leads to degen- 
erative changes in the affected organ. Since the liver 
is the organ primarily involved, the result is cirrho- 
sis of that organ. 

Since great strides have been made in transfusion 
therapy for thalassemia it is likely that an increasing 
number of patients with the severe form of this dis- 
ease will survive to adulthood. They will be in- 
creasingly prone to develop hemochromatosis both 
from transfusions and from the basic altered me- 
tabolism of their disease. (Arch. Int. Med., 93:781, 
1954.) 


Pneumoperitoneum in Tuberculosis 


Brinkman, Raleigh and Mitchell made a retrospec- 
tive analysis of 66 patients with cavitary pulmonary 
tuberculosis who were treated with streptomycin 
twice weekly and para-aminosalicylic acid (PAS) 


Figure 2. 
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daily. Pneumoperitoneum was used in 21 of these 
patients. As measured by both cavity disappearance 
and reversal of infectiousness, pneumoperitoneum 
had a favorable influence on results of treatment 
when there were cavities larger than 2 cm. in diam- 
eter. In those patients with 1 to 2 cm. cavities, 
however, there was no difference in the incidence of 
cavity disappearance and there was a statistically 
insignificant difference in the rate of reversal of in- 
fectiousness. (Am. Rev. Tuberc., 69:963, 1954.) 


Hospital Admission X-rays 


Jacosson and Adler report the organizational set-up 
and the results of the routine admission chest roent- 
genographic program at the Los Angeles County 
Hospital. Because a large proportion of patients ad- 
mitted were stretcher patients it was necessary to 
have equipment designed and constructed to per- 
mit examination of patients in the recumbent posi- 
tion as well as in the standing position or the sitting 
position. This necessitated having two photofluoro- 
graphic units. One was a conventional unit used to 
examine ambulatory or sitting patients. The other, 
for the examination of patients in the supine posi- 
tion, consisted of a standard photofluorographic 
hood and camera suspended vertically from a tube 
stand. The tube was placed under a special stretcher 
which was designed to be used for general hospital 
purposes and also served as a radiographic table. 

The use of this special stretcher has made it pos- 
sible to examine all patients except a few in critical 
condition. This has proved to be a very important 
feature in the success of the program 

Infants and children were included in the admis- 
sion chest roentgenographic program. Approxi- 
mately 10 per cent of the minifilms of the patients 
under 9 years of age were positive. The most fre- 
quent findings were pneumonia and tuberculosis. 

Of the 49,478 patients examined, a final diagnosis 
of tuberculosis was made in 719 persons (2.1 per 
cent). There were 349 (1 per cent) cases of active 
tuberculosis of which 208 (0.6 per cent) were previ- 
ously unknown. Approximately half of the cases of 
tuberculosis occurred in white males more than 40 
years of age. However, the greatest prevalence oc- 
curred in nonwhite males from 31 to 40 years of age 
(6.7 per cent). The highest prevalence in white 
males was 5.5 per cent and occurred in the 51- to 
60-year age group. Tuberculosis was three times as 
frequent in white males as in white females and four 
times as frequent in nonwhite males as in nonwhite 
females. 


On the basis of the cost of 76 cents per minifilm 
examination, the authors estimated that the cost of 
diagnosing a case of previously unknown active 
tuberculosis was $180.00 (Am. Rev. Tuberc., 69:940, 
1954.) 


Ascites in Myxedema 


MabeEnseERG, Byfield and Baker report two cases of 
myxedema with ascites. In spite of the ascites, ve- 
nous pressure was found to be normal. The ascitic 
fluid showed a much higher protein content than is 
present in congestive failure. These findings sug- 
gested that the ascites was not a result of congestive 
heart failure due to myxedema. The authors sug- 
gested that the ascites is an aspect of the metabolic 
disease. Furthermore, they speculated as to whether 
ascites is not as constant a finding in myxedema as 
is pericardial effusion. (Arch. Int. Med., 93:787, 
1954.) 


Chemotherapy of Primary Tuberculosis 


IN THE EXPERIENCE of Lincoln during the era before 
chemotherapy, 21.5 per cent of children with pri- 
mary tuberculosis died. The mortality fell to 5 per 
cent after the introduction of therapy with strepto- 
mycin combined with Promizole or para-aminosali- 
cylic acid. In 1952 isoniazid was added to the thera- 
peutic regimen, and the case fatality rate from pri- 
mary pulmonary tuberculosis has since been low- 
ered to 1.5 per cent. 

About two-thirds of the patients have uncompli- 
cated, largely asymptomatic primary tuberculosis, 
and these patients have not been treated with chem- 
otherapy. Chemotherapy using streptomycin was 
not employed because there was no definite evidence 
that the resolution of the primary pulmonary focus 
was hastened by the use of that drug. Furthermore, 
there is abundant evidence that complications in 
bones, lymph nodes and other areas develop and 
progress in patients under streptomycin therapy 
and that meningitis may develop while under 
streptomycin therapy. A third reason for withhold- 
ing streptomycin in treatment of uncomplicated 
primary tuberculosis is the possibility, even with 
combined therapy, of the emergence of organisms 
resistant to streptomycin which might limit its 
later effective use. 

The addition of isoniazid to the list of specific 
antituberculous agents may overcome the reluctance 
to use specific therapy in asymptomatic primary 
tuberculosis. As yet, there is no clear evidence that 
the use of isoniazid hastens the resolution of the 
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pulmonary primary focus. However, in another re- 
spect, isoniazid therapy differs from treatment with 
streptomycin. This important difference is that no 
patient under treatment with isoniazid for any 
cause, even for miliary tuberculosis, has developed 
clinical meningitis even when tubercle bacilli have 
been cultured from the cerebrospinal fluid. 

If these observations are substantiated, it may 
radically change the present indications for specific 
therapy in primary tuberculosis. The use of isonia- 
zid will have to be considered for every child with 
active primary tuberculosis and probably also for 
children with known recent conversion of tubercu- 
lin tests even if chest roentgenograms are normal. 
The duration of therapy would be for a year in order 
to cover the period during which meningitis would 
be most likely to develop. (Am. Rev. Tuberc., 69: 
682, 1954.) 


Treatment of Blastomycosis 


CoLsky reports a case of systemic blastomycosis 
treated with 2-hydroxystilbamidine. There was re- 
gression of pulmonary, osseous and cutaneous le- 
sions. Although the patient was given a large total 
dose of 2-hydroxystilbamidine, he did not develop 
the delayed trigeminal neuropathy so commonly 
found after the administration of stilbamidine. 

The author warns that 2-hydroxystilbamidine 
should be made up in solution just prior to ad- 
ministration and should be administered by slow 
intravenous drip over a period of 45 minutes to one 
hour. If the drug is made up in solution and allowed 
to stand before being administered to the patient, 
nausea and vomiting may occur. The total dose 
used in the author’s case was 11.25 Gm. given intra- 
venously over a 50-day period at the daily rate of 
225 mg. dissolved in 250 cc. of 5 per cent dextrose 
solution. (Arch. Int. Med., 93:796, 1954.) 


Effect of I.V. Fluids on C.S.F. Pressure 


Bakay, Crawford and White studied the effects of 
three types of intravenous infusate on cerebrospinal 
fluid pressure—5 per cent dextrose in distilled 
water, 5 per cent dextrose in 0.85 per cent saline, 
and 2.5 per cent dextrose in 0.42 per cent saline. 
The most important finding was that 5 per cent dex- 
trose in distilled water regularly caused elevation of 
cerebrospinal fluid pressure when infused intraven- 
ously at rates commonly used in clinical practice 
(see accompanying diagram). 

The significance of this finding is readily appar- 


GP « November, 1954 


EFFECT OF INTRAVENOUS INFUSION 
OF 5 PER CENT DEXTROSE SOLUTION 


CEREBROSPINAL FLUID PRESSURE 


(MM.) 
3 


NAL FLUID* PRESSURE 


INITIAL 
PRESSURE 


ent. Five per cent dextrose solution has enjoyed 
some preference for postoperative administration 
because it is isotonic and it does not contain sodium 
(excretion of sodium being impaired during the 
postoperative state). Obviously, however, 5 per cent 
dextrose solution might have a dangerous effect 
particularly in certain neurosurgical patients. 

The mechanism whereby the dextrose solution 
affects cerebrospinal fluid pressure is thought to be 
concerned with development of temporary hyper- 
tonicity of spinal fluid with reference to plasma. 
Thus, when dextrose is infused intravenously. it has 
ready access to the cerebrospinal fluid. As plasma 
dextrose is metabolized during the infusion, a rela- 
tive excess of dextrose remains in the cerebrospinal 
fluid. This temporarily creates an osmotic gradient 
that favors transfer of water from plasma to cerebro- 
spinal fluid, and cerebrospinal fluid pressure rises 
accordingly. 

The authors noted that isotonic saline did not 
have this undesirable influence on cerebrospinal 
fluid pressure. However, this solution has the dis- 
advantage (particularly for postoperative patients) 
of a high content of sodium. The solution of 2.5 


| 
ye 
3 
> 
300 

MAXIMAL 
RESPONSE 

123 


dextrose and 0.42 sodium chloride was recom- 
mended as a satisfactory compromise—being with- 
out effect on cerebrospinal fluid pressure and hav- 
ing only a moderate amount of sodium. (Surg., 


Gynec. @& Obst., 99:48, 1954.) 


Infectivity of Pulmonary Tuberculosis 


SHAaw AND Wynn-WILLIAMs attempted to discover 
the degree of infectivity of pulmonary tuberculosis 
on the basis of the sputum status of the tuberculous 
individual. The highest degree of infectivity oc- 
curred from patients whose sputum was positive 
for tubercle bacilli on direct smear. On the other 
hand, for adults the danger of infection arriving 
from the patient whose sputum is positive only on 
culture is no greater than that from the patient 
with a negative sputum. However, among the child 
contacts of the culture-positive case, there is a sig- 
nificant degree of infection, as demonstrated by a 
high tuberculin conversion rate among these con- 
tacts. 

As the small and doubtful differences in infectivity 
between the culture-positive and sputum-negative 
groups were found among close family contacts, it 
is reasonable to assume that they would be much 
less, if present at all, in the remoter association of 
those meeting at work. 

The importance of these findings lies in their ap- 
plication to a policy for the employment of tuber- 
culous patients, who may be regarded as dangerous 
only in the presence of a sputum positive for acid 
fast bacilli on direct smear. From an epidemiologic 
point of view, it would appear to be wrong to clas- 
sify sputum-positive and culture-positive cases to- 
gether, although it is recognized that from time to 
time the culture-positive patient (or indeed the 
sputum-negative patient) might become positive on 
direct smear. (Am. Rev. Tuberc., 69:724, 1954.) 


Carcinoma of the Prostate 


‘THE HORMONAL ASPECT of carcinoma of the prostate 
is delicately balanced by hormones secreted by the 
testes, according to an article by Van Buskirk and 
Kimbrough. It may be, therefore, that the indis- 
criminate use of testosterone therapy for the so- 
called male menopause and for other reasons may 
have exacerbated carcinoma of the prostate which 
would have otherwise remained relatively quiescent, 
and in some instances may have contributed to the 
increased incidence of carcinoma of the prostate. 

The most common malignant tumor of the pros- 
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tate is the adenocarcinoma, although a few epider- 
moid carcinomas are found. Nodular hyperplasia of 
the prostate and senile prostatitis may simulate 
malignant tumors. When there is a question of 
malignancy, however, treatment must be that of a 
malignant tumor, and such tumors require radical 
surgery. The early diagnosis of carcinoma of the 
prostate can be made only by digital rectal exami- 
nation. This will enable most patients with carcinoma 
of the prostate to be cured by radical surgery. After 
urinary symptoms have occurred, only a small per- 
centage (5 to 10 per cent) are amenable to cure by 
surgery. 

In a series of cases treated at Walter Reed Army 
Hospital, radical surgery has been feasible in 54 per 
cent, due in great measure to the annual physical 
examination in which rectal palpation is required. 
In their cases the authors found digital rectal ex- 
amination to be erroneous in less than 10 per cent 
of patients. Such examinations, if showing a suspi- 
cious lesion, should be followed by x-rays of the 
bony pelvis, lumbar vertebrae, thorax and long 
bones for metastatic lesions. They found a perineal 
punch biopsy misleading unless the tissue removed 
was from the cancer area. Tissue removed in trans- 
urethral resection showed carcinoma in 20 pa- 
tients. Cystoscopy provided little information ex- 
cept in advanced cases. 

The authors recommended radical perineal pros- 
tatectomy, with removal of the prostate, capsule 
and seminal vesicles, whenever possible. This pro- 
cedure was carried out in 74 patients. In those 
patients followed for five years, 50 per cent are 
living who were subjected to a radical resection, as 
compared with 26 per cent treated with palliative 
means. When metastases are present the authors 
recommended palliative treatment, consisting of 
estrogen therapy, castration, transurethral resec- 
tion, suprapubic cystostomy, x-ray therapy and in 
some cases prefrontal lobotomy and adrenalectomy. 

All males over 40 years of age were recommended 
to have an annual digital rectal examination to de- 
tect early evidence of cancer of the prostate. Any 
suspicious gland should be examined further. If 
evidence is found indicating malignancy, complete 
excision of the involved tissue should be performed. 
(J. Urol., 71: 742, 1954.) 


Deaths Associated with Anesthesia 


IN AN EXHAUSTIVE STUDY of nearly 600,000 opera- 
tions under various types of anesthetic agents and 
with various types of anesthetists, Beecher an«! 
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Todd have reached some important conclusions 
regarding the toxicity of agents and the death rate 
associated with various agents. Perhaps the most 
important data concerned the death rate with vari- 
ous types of agents, particularly the results with the 
curare preparations. 

Deaths partially or entirely attributable to anes- 
thesia occurred once in every 1,560 operations. 
When a curare agent was employed in addition to 
other anesthetics, the death rate attributed to anes- 
thesia rose nearly six-fold from a rate of 1 in 2,100 
without curare to one of 1 in 370. The combination 
of curare with thiopental did not appear to be as 
dangerous as the combination with ether or cyclo- 
propane. Ether and curare resulted in one death in 
every 62 operations. No difference in the various 
types of curare was determined, and there appeared 
to be no relationship to the physical condition of 
the patient before operation or to the anesthetist 
(whether a trained anesthesiologist or a nurse anes- 
thetist). 

Another interesting fact was that there has been 
a steady increase in the use of ether during the five 
years covered by this study, whereas cyclopropane 
is being used less frequently. There has also been an 
increase in the use of thiopental and a decrease in 
the use of spinal anesthesia. 

The value of nurse anesthetists is indicated by 
the fact that one-fifth of all anesthesias in the ten 
teaching hospitals used for this study were per- 
formed by nurse anesthetists—twice as many as by 
physician specialists. 

The authors expressed the need for continuing 
attack upon the problem of anesthetic mortality and 
for efforts to make anesthesia safer for the patients 
while still satisfactory for the surgeon. (Ann. Surg., 
140:2, 1954.) 


The Safety of Plasma 


IN A CAREFUL statistical report, Allen has concluded 
that pooled plasma stored for six months or longer 
at room temperature is safe for general use. As first 
pointed out by the University of Chicago group, the 
virus of serum hepatitis is killed by storage of plas- 
ma in the liquid form for a period of six months or 
longer. As compared with 25,000 cases in which 
lyophilized, frozen or refrigerated plasma was used 
and in which 259 patients developed homologous 
serum jaundice, there were no known cases of hepa- 
titis in an experience with nearly 200,000 units of 
plasma that had been stored at room temperature in 
the liquid state for three to nine months prior to 
administration. 
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When plasma is drawn from donors who are sick 
at the time with homologous serum jaundice, a 
much more active virus is present. Even in these 
instances, however, the incidence of transferral of 
serum jaundice dropped from 52 per cent to 5 per 
cent after six months’ storage at room temperature 
in the liquid state. The author believes that longer 
storage at room temperature might obviate any 
danger of transferral of jaundice even when donors 
are known to be sick at the time with the disease. 

Little alteration has been observed in the proteins 
of plasma stored for a three-year period. The clot- 
ting factors are rapidly lost from pooled plasma 
stored at room temperature but, since plasma is of 
little value in the treatment of abnormal bleeding 
disorders other than hemophilia, this is of no im- 
portance. The virus dies out long before any im- 
portant change occurs in plasma proteins. 

Drying, freezing or refrigerating of pooled plasma 
preserves the virus of homologous serum jaundice 
when present. Exposure of liquid plasma to ultra- 
violet light, while probably reducing the attack rate 
and extending the length of the incubation period, 
has not been completely successful in eradicating 
the dangers of the disease. 

Blood and plasma play an important part in the 
rehabilitation of a patient who is unable to eat. 
Their value in the treatment of hypoproteinemia is 
well known. The usefulness of the fractionation 
products of plasma is well established but is limited 
by the fact that more than half of the proteins avail- 
able in plasma are either lost in the current fraction- 
ation process or are no longer suitable for transfu- 
sion purposes. Since plasma is as useful as serum 
albumin, its use in the treatment of shock and hypo- 
proteinemia is recommended. (Am. Surgeon, 20: 


669, 1954.) 


Duodenal Diverticula 


DUODENAL DIVERTICULA usually are of no clinical 
significance, but occasionally may be the cause of 
abdominal pain or gastrointestinal hemorrhage, ac- 
cording to a recent report by Woodrum. The inci- 
dence of these lesions is variously reported from 1 
per cent to 20 per cent. About 75 per cent of the 
lesions are found in the second part of the duode- 
num, usually on its posterior or medial aspect. 
Because of this location near the ampulla of Vater, 
their removal is somewhat hazardous because of the 
danger of injury to the common bile duct or pan- 
creatic duct. Under certain circumstances, how- 
ever, gastrointestinal hemorrhage of unknown origin 
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has been traced to duodenal diverticula, and they 
are sometimes the cause of pain due to stasis or dis- 
tention. Occasionally they interfere with biliary, 
pancreatic and duodenal function. 

In one of three cases reported by Woodrum, a 
diverticulum apparently was the cause of duodenal 
hemorrhage. In the other two, a diverticulum pro- 
duced right upper quadrant pain due to distention 
with food and intestinal fluids. In all these cases 
the lesions were removed by dissecting out the sac 
after mobilization of the duodenum. Mobilization of 
the duodenum is necessary because of the location 
of the lesions (posterior or medial). Also because of 
location, diverticula are seldom recognized during 
routine abdominal exploration. 

The author emphasized that most of these lesions 
do not require treatment but stated that under cer- 
tain circumstances careful removal, with preserva- 
tion of important surrounding structures, may be 
indicated. (Am. Surgeon, 20:595, 1954.) 


Sprained Ankle 


THE OLD SAYING that a sprain is worse than a break 
is often true when applied to injured ankles, accord- 
ing to a recent report by Leonard. The author found 
in a study of 51 cases that 23 were shown to have 
complete tears of one or more components of the 
lateral ligament of the ankle. These patients were 
treated by walking casts and there was no perma- 
nent disability in any of them. On the other hand, 
24 patients of the group who had stable ankles on 
roentgenographic examination were treated with 
procaine injection while standing, and seven of the 
24 had persistent swelling, insecurity and ankle 
pain. 

A sprain of the ankle is a spontaneously reduced 
subluxation of the ankle joint with a tear of the liga- 
ment—usually the lateral ligament of the joint. The 
injury usually occurs with the foot in plantar flex- 
ion. In this position muscle splinting is least effec- 
tive and a direct tear of the anterolateral ligament 
results. When the injury is not treated by immobili- 
zation, a pannus-like connective tissue may form 
between the talus and the fibula. Pain is also pro- 
duced on occasion and involves instability in the 
sagittal plane of the ankle. 

Although the author formerly advised examina- 
tion of the sprained ankle under anesthesia to de- 
tect instability, he no longer carries out this proce- 
dure. He feels that, if ecchymoses, swelling and 
tenderness are present over the lateral ligament of 
the ankle, particularly over the anterior talofibular 


ligament, the patient should have a walking cast 
applied for a period of three weeks. If at the end of 
that time the ankle is no longer tender or discolored. 
motion should be started, but if tenderness is stil! 
present, immobilization should be continued for 
another three weeks. (Am. Surgeon, 20:660, 1954.) 


Bilateral Independent Breast Cancer 


In a stupy of a large number of patients suffering 
from carcinoma of the breast, Guiss has found that 
about 3 per cent of all women who have a radical 
mastectomy for mammary cancer will eventually 
develop another primary lesion in the remaining 
breast. In view of these and other studies, it has been 
suggested by some surgeons that a prophylactic 
simple mastectomy may be indicated on the unin- 
volved side at the time of a radical mastectomy. 
From a statistical viewpoint, however, the author 
has concluded that it would be necessary to per- 
form 925 prophylactic simple mastectomies to alter 
the outcome of seven patients who died from a sec- 
ond primary lesion. 

The author confirmed the findings of others that 
patients with bilateral mammary carcinoma had a 
better chance of surviving for 15 years than those 
with a unilateral carcinoma. He emphasized, how- 
ever, that the 10 per cent better end result for bi- 
lateral cases should not be construed as suggesting 
that the development of a second independent le- 
sion is a happy or beneficial event. It appears, how- 
ever, that the body develops natural defense against 
cancer of the breast and is able, once the tumor has 
developed, to keep it in check for many years in 
some instances. Some change in this tumor-host 
balance must be responsible for activation of the 
disease frequently seen many years later. The author 
concluded that there is no valid indication for a 
prophylactic simple mastectomy of the uninvolved 
breast. (Am. J. Surg., 88:171, 1954.) 


Varicose Vein Stripper 


ALTHOUGH, in principle, various methods of strip- 
ping have become recognized as the treatment of 
choice in most types of varicose veins, certain tech- 
nical difficulties often result in failure. In suitable 
cases, the stripper can often pass through the 
saphenous vein, from the groin to the ankle, and the 
entire vein can be removed in one piece. However, 
when the veins are large, traction on the stripper, 
after it has been fastened to the vein, may result in 
inversion of the vein as the head of the instrument 
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slips through its large lumen. Further traction then 
results in the tearing of the vein wall usually at the 
point of entrance of a tributary. The result is re- 
moval of only a few inches of vein because of failure 
of the vein to pleat itself on the stripper. 
Rosenberg has suggested a simple means of over- 
coming this technical problem. One or more ordi- 
nary metal washers are slipped on the stripper be- 
fore its introduction into the vein. Pleating of the 
vein is thereby assured and the likelihood of inver- 
sion obviated. The author recommends that these 
washers be made of stainless steel or chromium- 


plated steel. (Surgery, 35:877, 1954.) 


Complications from Aortography 


Mutter, Wylie and Hinman have reported seven 
cases in which renal complications occurred follow- 
ing aortography. In this procedure, a radio-opaque 
dye is injected directly into the aorta and roent- 
genograms are taken to outline the aorta and renal 
vessels. Although this procedure has recently been 
used extensively, the authors have found no previ- 
ous reference to complications in the literature. 

Their cases were divided into two types: (1) 
those in which renal damage occurred because of 
direct trauma either from a misdirected needle, 
excessive pressure of the injected fluid or chemical 
irritation from the injected material, and (2) in- 
direct damage resulting from drug toxicity or 
neurogenic factors. 

Three of the cases fell into the first group. In 
these, the needle was misdirected, in each instance 
passing into one of the renal vessels, but the com- 
plicating factors of excessive injection pressure or 
large volumes of dye and possible irritation by the 
dye were also present. In one instance, hyperten- 
sion gradually developed and a retrograde pyelo- 
gram showed no function of the right kidney. A re- 
view of the aortograms demonstrated that one of 
the needles was directed toward the lumen of the 
right renal artery, and the other was outside the 
lumen of the aorta. In another instance, temporary 
renal failure of one kidney also resulted from injec- 
tion of the dye directly into the renal artery. 

In four instances, complications resulted from 
apparent reaction to the material injected, probably 
due to drug toxicity. The blood pressure became 
elevated, the NPN rose and PSP excretion dimin- 
ished. All patients recovered. 

The authors recommended that certain limita- 
tions in technique be employed for the prevention 
of these complications. To prevent excessive pres- 
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sure or the danger of trauma by too large a needle, 
they suggested the use of two smaller (#17 or #18) 
gauge needles, with the injection by hand with two 
syringes. Needle tips should be sharply angulated 
upward so they enter the aorta just below the dia- 
phragm, and two or three centimeters above the 
renal vessel. For this, long needles are required. 
In order to outline the entire aorta 50 cc. of dye 
may be required, but if the dye is injected through 
two needles a lower injection pressure will protect 
against renal damage. For urological purposes, they 
recommended that 25 cc. of dye be employed. This 
quantity, if injected directly into the renal artery, 
might still cause damage and, therefore, a prelimi- 
nary injection of 5 cc. of the dye followed by a 
scout x-ray film exposure should be employed to 
determine the position of the needle. When small 
quantities of the dye are used the injection can be 
performed under local anesthesia. (Surgery, 35: 


885, 1954.) 


Primary Retroperitoneal Tumors 


Primary retroperitoneal tumors exhibit certain 
characteristics distinguishing them from other 
similar tumors elsewhere in the body, according 
to a recent report of 75 cases by Johnson and his 
co-workers. Such benign tumors as fibromas, lipo- 
mas and leiomyomas in the retroperitoneal space 
often become malignant. Moreover, benign retro- 
peritoneal tumors tend to recur after apparently 
complete excision, and such recurrent tumors are 
frequently malignant. Because of this, nearly all 
retroperitoneal tumors must be considered either 
actually or potentially malignant. 

Of the cases reported by the authors, 78 per cent 
were malignant, the majority being sarcomatous. 
The most common single type of sarcoma was the 
small round-cell sarcoma or lymphosarcoma. Fifty- 
three per cent of the patients were males, the ages 
ranging from 5 days to 73 years. The symptoms in 
patients with retroperitoneal tumors are usually 
vague. An abdominal mass was the chief complaint 
in 35 patients. Abdominal pain, back pain, claudica- 
tion, edema of the legs, weakness and constipation, 
gastrointestinal symptoms and weight loss were 
present in many instances. Large retroperitoneal 
tumors often rotate the liver forward, giving a false 
impression of hepatomegaly. The hollow viscera 
may be displaced, as evidenced by x-ray studies of 
the barium-filled intestine. Pyelography may be of 
great value in locating those tumors that displace 
the kidneys or ureters. 
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All but one of the benign tumors in this series 
were operable, the only exception being a massive 
ganglioneuroma in a 24-year-old girl. This patient 
is living more than five years later—the size of the 
tumor unchanged. All other benign tumors were 
excised, and all but one patient survived for more 
than five years. Of the malignant tumors, only one 
out of 21 was resectable. All of the four Hodgkin’s 
sarcomas received x-ray treatment and lived two 
and one-half, three, or four years. Demonstrable 
metastases were seen in only six patients with 
malignant tumors, although all showed metastases 
eventually if they came to autopsy. (Am. J. Surg., 
88:155, 1954.) 


Diverticulitis of the Colon 


ALTHOUGH diverticulitis of the colon usually is 
treated by medical means alone, Scarborough esti- 
mates that about 20 per cent of patients require 
surgical treatment. His indications for operation 
can be outlined as follows: 
I. Indications for emergency operation 
A. Acute perforation with generalized 
peritonitis 
B. Acute abscess 
C. Acute diverticulitis in right colon 
D. Acute vesicocolic fistula 
E. Acute obstruction 
F, Massive hemorrhage 
G. Phlegmon 
. Indications for elective operation 
A. Operation subsequent to diversionary emer- 
gency colostomy 
B. Complicating fistula 
C. Uncomplicated diverticulitis 
1. Continued diverticulitis or repeated 
attacks 
2. Persistent colonic deformity (x-ray) 
3. Blood in the stool 
(California Med., 80:445, 1954.) 


Bleeding in Diverticulosis 


ALTHOUGH BLEEDING of varying degrees has often 
been described in diverticulosis, a cause for the 
bleeding has not previously been discovered. Young 
and Howorth have described an instance of severe 
rectal bleeding that was apparently due to in- 
version and ulceration of a diverticulum of the 


transverse colon. The patient, a 53-year-old man 
with chronic emphysema, was admitted because of 
profuse rectal bleeding which persisted over a 
period of five days in the hospital in spite of trans- 
fusions. Exploratory laparotomy revealed multiple 
diverticula, but no definite source of bleeding could 
be found. The ascending, transverse and descend- 
ing portions of the colon were resected, and in the 
transverse colon an inverted diverticulum was 
found. This protruded into the bowel like a polyp 
and its tip was ulcerated and showed evidence of 
recent bleeding. 

The authors have found that diverticula invert 
easily in vivo. They have postulated that the large 
vessels frequently found at the base of a diverticu- 
lum are often adherent to the latter, and when the 
diverticulum inverts, these vessels may be carried 
with it, providing a source for massive hemorrhage 
if erosion of the mucosa occurs. This erosion may 
be encouraged by a high residue diet. This theory 
is supported by the fact that bleeding in diverticu- 
litis is often due to concomitant polyposis. An 
inverted diverticulum may be of sufficient bulk to 
cause intussusception of the colon at the splenic 
flexure. (Ann. Surg., 140:128, 1954.) 


Poisonings in Children 


ACCORDING to a recent survey by Bain, there are 
over 400 deaths annually in the United States from 
accidental poisoning in children under the age of 
5 years. The death rate is four times the British 
rate, presumably because more poisons are more 
readily accessible to children in the United States. 
Aspirin, the barbiturates and kerosene are high on 
the list of lethal agents. (J. Pediat., 44:616, 1954.) 


Insulin Resistant Diabetes 


IT Is WELL KNOWN that following total pancreatec- 
tomy the requirement for insulin is usually stable 
and ranges from 20 to 40 units daily. Dituri reports 
a case of carcinoma of the pancreas which was treat- 
ed by total pancreatectomy in which large doses of 
insulin did not prevent hyperglycemia or glyco- 
suria and in which there was a tendency to rapid 
development of ketosis when insulin was withheld. 
The cause for insulin resistance in this patient was 
the presence of serum antibodies to insulin. (New 
England J. Med., 251:13, 1954.) 
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Information Please 


Readers are encouraged to submit inquiries to GP. These will be answered by authorities in the appropriate fields of therapy and diagnosis. 


A Vascular Death 


Q. A 66-year-old woman complained of vomiting at 11:00 
P.M. She also had a slight burning sensation substernally and 
over the left olecranon process. Blood pressure was 150/90 
but the sounds were distant. Heart and abdomen seemed nor- 
mal. Vomiting persisted during the night, followed by pain in 
the substernal area, but this was not severe enough for the 
patient to call for medical assistance. Blindness came on 
gradually. At 8:00 A.M. the following morning the patient was 
seen again. At this time she complained of substernal pain. 
Morphine, gr. Ys, and atropine, gr. 1/150, was administered 
subcutaneously. The patient then stated she could not see for 
the past hour. Within two minutes the patient's eyes rolled up 
and she tossed back and forth in the bed for three or four 
minutes. At this point the patient went into shock with perspira- 
tion, falling blood pressure, and pulse of 120 which was weak 
and thready. She seemed semistuporous and asked to be 
helped. Her respiratory rate did not change but the respira- 
tions were shallow. Some cyanosis was noted. The patient 
lapsed into a coma and expired at 9:30 A.M. despite the use 
of oxygen. 
a. What pathology and pathologic physiology would explain 
the signs and symptoms? 
b. Did the morphine have any ill effect? 
¢. Some patients with coronary thrombosis have syncope. 
Is this due to shock or such a severe involvement of the 
myocardium that insufficient blood is delivered to the 
brain? Does this contraindicate the use of morphine for all 
patients with coronary thrombosis? 


A. This woman, in all probability, died a vascu- 
lar death. The onset of the terminal illness was 
characterized by vomiting, substernal burning and 
discomfort over the left olecranon process. This 
points to a myocardial ischemia. The blood pres- 
sure was noted as being 150/90 on the onset of her 
illness, but was not subsequently recorded. Could 
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there have been a gradual decline in the blood 
pressure with cerebral ischemia resulting in a grad- 
ual onset of blindness? Another more likely possi- 
ble explanation for the cerebral symptoms would 
have been multiple small emboli to the brain coming 
from a mural thrombus that had been forming in 
the left heart due to a slowly developing subendo- 
cardial lesion without symptoms. When the final 
episode occurred with the onset of straining, vomit- 
ing, etc., the emboli might have been released pro- 
ducing the cerebral symptoms. 

The recurrence of substernal pain the following 
morning, severe enough to necessitate morphine 
and atropine, no doubt, indicated the progression 
of the coronary disease with myocardial ischemia 
and was probably responsible for the shock, cere- 
bral symptoms (coming from further ischemia), 
and death. It is not believed that morphine caused 
the terminal symptoms. The onset was immediately 
following its administration, and the symptoms had 
been present to a lesser degree before its adminis- 
tration. 

While some patients do have syncope following 
an acute myocardial infarction, many believe it to 
be largely on a vasovagal or vagal basis. Severe 
shock with cerebral ischemia can cause it, however, 
and we see cerebrovascular accidents with hemi- 
plegia following a prolonged fall in blood pressure. 
To be sure, a heart block with a Stokes-Adams pic- 
ture can follow an acute myocardial infarction, or a 
period of asystole may be followed by syncope. 

When patients have severe substernal pain due 
to an acute myocardial infarction, morphine or 
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some similar opiate is certainly indicated, and the 
cerebral effect is probably not a great factor at this 
time. It is believed that this woman’s death resulted 
from a worsening of her vascular state rather than 
from the administered opiate. 


Chronic Furunculosis 


Q. | should appreciate information on how best to sterilize the 
skin of a particularly virulent Staphylococcus aureus germ, which 
has caused furuncles, carbuncles and abscesses of the body, 
axilla, labia and perineum. This infection has been developing 
for the past six months. | have opened 63 boils, carbuncles or 
abscesses in various locations, in this case. Many smaller ones 
have aborted. | have used penicillin, sulfas, other antibiotics and 
other treatments without any effect. 

The blood is normal, the urine is negative, there are no sys- 
temic diseases and the patient, a woman, works hard every day. 
The germ invades in different locations in spite of everything. 


This question was referred for answering to an internist and 

to a dermatologist. Their separate answers follow. 

A. DERMATOLOGIST: Furunculosis is the result of 
dissemination of staphylococci on the surface of the 
skin, which they may reach from active lesions or, 
perhaps, from a focus of infection such as a decayed 
or abscessed tooth or an erosion of the cervix uteri. 
The early lesion is follicular. In this stage it is best. 
let alone, so that natural protective processes are not 
interfered with. One should isolate individual le- 
sions by occlusion with, say, plastic Bandaids but- 
tered with an ointment such as tetracycline oint- 
ment. Opening pustules is generally not helpful. 
X-ray therapy given individual lesions in doses of 
100 r at 100 kv, daily, may do a great deal of good. 
The patient would be better off hospitalized, the 
skin kept cool, dry and powdered with a simple 
talcum, excepting the lesions themselves which are 
covered so that bacteria in them do not escape to 
infect new sites. Antibiotic sensitivity tests should 
disclose an effective antibiotic. Ammoniated mer- 
cury ointment (U.S.P.) sometimes cures when 
“wonder drugs” fail. Clean up focal infection, see 
that nutrition is optimum, correct hypoproteinemia 
and anemia if present, and avoid overtreatment. 

A. INTERNIST: Rather than a “virulent” staphy- 
lococcus, it is more likely that the patient’s local or 
general physical condition is responsible for the re- 
peated infections. The staphylococcus apparently 
finds conditions favorable to its invasion and growth. 
If there is no local or systemic disease, as stated, 
perhaps a change of circumstances such as rest, or 
a long vacation may help to strengthen her resist- 
ance. Vaccines or roentgen therapy cannot be ex- 
pected to be effective. The hairy parts of the skin 


should be shaved. Frequent bathing with bland soaj) 
and warm-water and sponging with 70 per cent ethy/ 
alcohol, and frequent change of underwear ma, 
discourage the spread of staphylococci. The ski: 
never can be safely sterilized. 


Cortisone for Snakebite 


Q. What is the latest information on the treatment of snake- 
bite (rattlesnake) with cortisone or corticotrophin? 


a. I have had no personal experience except witli 
use of cortisone or ACTH for allergic reactions fol- 
lowing antivenin (urticaria). Repair of tissue dam- 
age from the cytolysins of rattlesnake venom would 
theoretically be expedited by the administration of 
cortisone. Alleviation of shock would be aided also 
by any such drug that would mimic or supplant 
adrenal function. 

One small, 12-year-old girl bitten in a religious 
ceremony, whose treatment was delayed eight hours 
because of the ceremony and by lack of antivenin in 
a town of 8,000 with a 60-bed hospital, was trans- 
ferred to a metropolitan hospital and lost an arm 
from gangrene in spite of late antivenin, repeated 
transfusions and cortisone. 


Dupuytren’s Contracture 
Q. What is the accepted treatment for Dupuytren’s contracture? 


a. Dupuytren’s contracture is a condition of un- 
known cause which may affect the palm of one 
hand or both through a progressive thickening and 
shortening of the palmar fascia. Eventually the skin 
of the palm becomes nodular and shortened. One 
or more fingers become drawn into the hand 
through contraction of the digital extensions of the 
palmar fascia The condition may become quite 
crippling. 

The best treatment is surgical excision of the 
palmar fascia prior to the development of much 
deformity. If a considerable amount of palmar skin 
is involved, the operation may be considerably 
complicated by the necessity of applying a skin 
graft to supplement the palmar skin. A complete 
excision of the palmar fascia is usually attempted 
but outlying portions in the less often involved part 
of the hand are not usually removed, and nodules 
may develop subsequently requiring local excision. 
Radiation therapy and various forms of medical 
treatment have not been effective. 


For additional information covering the same subject, see 
the article by Robert J. Gilston, M.D., which appeared in the 
September GP, page 85. 
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Good Housekeeping in the Laboratory 


BY RICHARD H. ROBINSON 


Technical Consultant, Fisher Scientific Company, Pittsburgh, Pennsylvania 


‘TRACES OF IMPURITIES can make for considerable er- 
ror in the laboratory. Recently someone even dem- 
onstrated that traces of certain ions can lead to 
falsely “positive” Wassermanns! 

To prevent misleading data, it is essential that 
the physician—or his assistant—establish a strict 
routine in caring for glassware and equipment. 

On a less tangible — but equally important — 
level, another result of “good housekeeping” will 
be the fresh feeling of confidence by the physician 
and his assistant in the data gathered, a feeling that 
forms a sure basis for the transfer of data into useful 
clinical diagnoses. Not to mention the psychologic 
effect on the visiting patient himself. 


Setting up the Laboratory 


No one can propose a laboratory design that 
meets the various needs of all the physicians who 
do their own clinical work. But use of a few general 
rules of layout will yield permanent dividends in 
efficiency. 

Handy tools for this are the simple kits that per- 
mit the doctor to “custom design” a laboratory to 
meet his particular needs. In one (the Fisher Lab- 
oratory Planning Kit) scaled cut-outs of laboratory 
furniture can be moved about on graph paper until 
the most efficient and economical arrangement is 
found. 

Using this “custom” layout, physicians can see 
that desk, files and reference library are placed in 
one group, away from splashing chemicals; that the 
fume hood is placed near a power outlet and with 
easy access to a window for venting any undesirable 
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fumes; and that the sink and drain and cabinets for 
soiled glassware are placed near a water service. 

After the laboratory is assembled, a little thought 
devoted to the routine can carry the efficiency 
theme still further. Example: nonprotein nitrogen 
analyses require a variety of glassware and apparatus. 
Why not put digestion, distillation and receiving 
flasks, pipettes, reagents, racks and nesslerimeter 
all in one location near the aspirator or fume hood? 
And what more convenient than placing Kahn 
tubes, racks, pipettes and reagents near the con- 
stant-temperature water bath? 

Storage space should, of course, be provided for 
less-often used instruments (glass doors are excel- 
lent “public relations” and make inventory easy). 
Glassware-washing and drying equipment should 
have its own section to avoid contamination of ana- 
lytical equipment. In larger laboratories, a lab cart 
will save steps in the distribution of the clean and 
dry glassware to the proper storage location. 


The Glassware Problem 


To begin with, we should recognize that “clean” 
usually means visibly clean—that is, no contamina- 
tion can be seen. This is the end product of “wash- 
ing the dishes.” However, there is a second cate- 
gory, analytically clean, which should be reserved 
for glassware used for the more impurity-sensitive 
tests run in the clinical laboratory. This is the end 
product of chemical washes and special rinsing. 

All glassware, even when new, should be thor- 
oughly washed before storage or use. Each piece 
should be thoroughly scrubbed inside and out with 
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Good housekeeping in the laboratory is more than a matter 


a brush (preferably nylon) and soap or detergent 
or nonscratching scouring powder. Caution in us- 
ing the brush and careful choice of cleanser will 
avoid scratches on optical and soft glass surfaces 
and add months to the life of microscope slides and 
colorimetric cuvettes. 

Strong chemical solutions like sulfuric acid-di- 
chromate can be used when it is desired to remove 
all organic material. Remove solid matter with bottle 
brush or spatula before washing. Then the glass- 
ware should be well rinsed, along with the other 
dirty glassware, with tap water. (This preliminary 
will prevent a sharp drop in the solution’s clean- 
ing power.) 

A simple way to prepare a strong cleaning solu- 
tion involves a method actually contrary to the ad- 
vice found in textbooks (“Never pour water into 
sulfuric acid”) but one which is nevertheless quite 
safe. 

Fill a large Pyrex-brand beaker or a porcelain 
crock (glazed inside) about two-thirds full of sul- 
furic acid, technical-grade. For each liter of acid, 
place about 20 grams of sodium dichromate, tech- 
nical-grade, in a 250-milliliter beaker and dissolve 
in “just enough” water. 


of esthetics—it is a concomitant of precise data, reliable diagnoses. 


Now, tilt the large container with one hand and 
gently pour the dichromate solution down the oppo- 
site side so that it layers-out atop the heavy acid. 
After the layer is completely in place, mix the two 
ingredients with a heavy glass stirring rod. This 
procedure avoids the discomfort of holding a heavy 
bottle of acid and pouring the acid slowly into the 
solution . . . avoids, too, the danger of “acid splat- 
ter.” (Of course, normal precautions in the form of 
safety mask and rubber gloves should be used.) 

Refractory greases may require soaking or special 
treatment with hot cleaning solution but most glass- 
ware can be quickly cleaned merely by being dipped 
into the solution with a pair of tongs. 

Another useful cleaning solution can be prepared 
by making a saturated solution of trisodium phos- 
phate in water. Placed in a large earthenware crock, 
this solution cleans glassware with an overnight 
soak, avoids the hazards of strong acids, and is in- 
expensive to prepare. 

For analytical cleanliness, as defined before, the 
rinse is perhaps just as important as the chemical 
wash—for it is easy to leave invisible traces of con- 
taminants. A vigorous three-time rinse with tap 
water should be followed with an equally vigorous 
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three-time rinse with distilled or de-ionized water. 
(Note: It’s not the volume of water but the number 
of rinses that is important.) 

Most glassware, especially the volumetric kind 
like pipettes, burettes and flasks marked “to con- 
tain,” as well as such ungraduated items as colori- 
metric cells, test tubes and microscope slides, must 
be dry before use. 

Some items can be hung on wooden pegs to drain 
dry (but check size of peg versus inner diameter of 
glassware, as pegs swell when wet, will immobilize 
tight-fitting glass tubes). 

Pipettes can be suspended from any of the several 
convenient holders commercially available (pipettes 
drain and dry more quickly upside down). Burettes 
can be mounted upside down on the titrating stand 
with stopcock open. (A small beaker over the in- 
verted tip and a cotton “pledget” in the “down” 
end will prevent the entrance of dust.) 

Or, alternatively, glassware can be dried in a 
hurry in a drying oven. Caution must, of course, be 
exercised in placing glassware that has been wet 
with a flammable solvent in any enclosed space that 
has red-hot heating elements. First drain each item 
down to the last drop and, in those ovens not 
equipped with a safety latch, leave the door open a 
trifle. Place glassware right side up, if possible. 

In certain types of techniques, glassware need 
merely be wiped dry on the outside with a clean, 
lintless towel, then the inside rinsed three or four 
times with the solution to be put in it. 

Note: For high-precision laboratory work it is im- 
portant to use volumetric glassware at the tempera- 
ture of calibration. This temperature, usually found 
on the label, permanently etched into the glass, is 
generally 20°C. In winter, temperature variations 
do not add significant errors to analytical determi- 
nations, but in summer, near-100°F temperatures 
can add as much as a three-part-per-thousand error 
to an analysis. This can be avoided by placing solu- 
tions in a constant temperature bath maintained at 
the calibration temperature or, more simply, by 
cooling them to an approximation with tap water. 


A Note on Sorting 


Many physicians and medical assistants have had 
the experience of inadvertently heating a test tube 
made of soft glass over an open flame—with cracking 
and the loss of the specimen as inevitable results. 
Of course, test tubes used for flame work should be 
Pyrex-brand glass. But frequently the brand name is 
illegible, and mixtures occur in storage. 
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A laboratory planning kit with scaled furniture cutouts, scaled 
paper, helps physician set up installation ‘to meet his needs. 


An ingeniously simple way for the doctor to sort 
out Pyrex-brand glass from other glasses is to use 
their differing refractive index (i.e., the way they 
bend light waves) as a tool. 

Add 59 milliliters of carbon tetrachloride to 43 
milliliters of benzene in a bottle and mix. Result: a 
solution with the refractive index of Pyrex (1.472). 
Now, ifan assortment of glassware is dipped into the 
solution, only the soft glass items will be visible, 
while the Pyrex items, bending light the same way 
as the solution does, will “disappear.” 


Apparatus—Its Care 


Special apparatus like a Van Slyke Blood Gas 
Analyzer will usually exist in the doctor’s laboratory 
as one specimen and no more, and hence will re- 
quire extra care in handling and cleaning. If the 
glass parts can be isolated with stopcocks, they 
should be filled with sulfuric-acid-dichromate solu- 
tion and allowed to soak. Parts made of wood, 
plastic or metal can be cleaned with generous quan- 
tities of soap and water. Note: Apparatus whose 
stopcocks are greased with a lubricant should be 
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Complex glassware such as that found in the Van Slyke Blood Gas 
apparatus requires special care. Here a technician adds sulfuric 
acid-dichromate cleaning solution to the reaction chamber. 


rinsed with ethyl or methyl alcohol, then water, 
before they are filled with cleaning solution. 

Occasionally a doctor has the problem of refurb- 
ishing the wood parts of an apparatus or instrument 
case. An excellent formula for an acid-proof wood 
stain is composed of two solutions to be used con- 
secutively. Solution Number One consists of 125 
grams of copper sulfate and 125 grams of potassium 
chlorate dissolved in 1,000 grams of water. Solution 
Number Two consists of 150 grams of fresh aniline 
oil and 180 grams of concentrated hydrochloric 
acid dissolved in 1,000 grams of water. 

After cleaning the wood surface with a soap and 
water wash, apply two coats of Solution Number 
One, boiling hot, with a paint brush, allowing the 
first coat to dry before applying the second. Then 
apply two coats of Solution Number Two, boiling 
hot, in the same manner. 

When the wood is completely dry, wash off the 
excess chemicals with soap and water. Finish with 
raw linseed oil, polishing well with a soft cloth. 
Should the surface become dingy after use, simply 
rub in more oil. 
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Most special apparatus is designed to operate in a 
closed system. This feature can be utilized in dry- 
ing. 

Air, passed through a calcium chloride tower or 
concentrated sulfuric acid wash to dry, is allowed 
to enter the apparatus at some convenient point and 
removed at another with an aspirator (protected 
from back flow with a trap-drying system). 


And Instruments .. . 


Most instruments for clinical use are housed in 
rugged cases and designed to withstand reasonably 
severe working conditions. But doctors should re- 
member that scientific instrument makers have had 
to answer demands for greater accuracy and sensi- 
tivity by adding more and more electronic com- 
ponents of great delicacy. Modern instruments thus 
have their vulnerable spots and should not be 
handled without reading the instructions supplied 
with the instrument (should this sheet be missing, 
be sure to contact the instrument maker for another 
copy). 

In general it is desirable to keep sensitive instru- 
ments away from locations likely to yield corrosive 
vapors, vibration, temperature change and splash- 
ing liquids. There are many plastic covers avail- 
able which will prevent the fouling of delicate 
parts with dust. 

Lenses and mirrors on microscopes and other 
optical instruments, and the face of the selenium 
photocell in the filter-photometer, can be polished 
with lintless cloth or lens paper. 

Microscope stage scales, visual colorimeters. 
nesslerimeters, refractometers and specific gravity 
(direct-reading-balance type) scales can be cleaned 
without injury by rubbing them with bone black or 
clarifying, charcoal. Rub a dry cloth with a little 
bone black on the scale until a bright polish is pro- 
duced. 

The scale divisions will then stand out clearly for 
easy reading, without the danger of fine lines being 
worn away or corrosive material left behind to cause 
subsequent discoloration. 

Some clinical laboratories find the line-operated 
pH meter a valuable auxiliary. The glass and calomel 
electrodes in this instrument need certain routine 
care: (1) The electrodes should always be immersed 
in distilled water when not in use; (2) the calomel 
electrode’s saturated KCl reservoir should be 
checked and refilled when needed; (3) the new 
silicone-base agents are excellent for preventing 
alkali ion retention on the glass electrode—a one- 
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Here’s a new way for the doctor to sort his glassware (and prevent breakage of soft glass test tubes and pipettes). Left, home made 


solution has same refractive index as Pyrex-brand glass, so when mixed items are dipped into it, then, right, the Pyrex glass disappears 


and only the soft glass is visible. 


drop treatment with a preparation specially de- 
signed for the job protects the electrode for months. 

The analytical balance, “operations center” of 
many clinical laboratories, should be cleaned at 
regular intervals. (A warning sign of something 
wrong: excessive variations in sensitivity.) 

First look for the identifying code number or 
mark on each pan. The stirrup and beam end will be 
similarly marked, to enable correct matching in re- 
assembly. 

With the beam in “rest” position, lift off pans and 
stirrups. It’s a good idea to use the right hand for 
the right pan, left hand for left pan, placing the 
pans on clean towels. If you are working with a 
chain-o-matic balance, carefully unhook the chain, 
Now release the beam and slowly maneuver the 
beam off its stand, avoiding scratching of the jew- 
eled bearings. 

Clean the inside of the balance, including the 
windows, with a damp cloth. Dust off the metallic 
parts with a camel’s hair brush. Unwind the chain, 
making sure that it has no kinks. Reassemble the 
balance in reverse order. 
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Adjust the pan release so that both pans release 
simultaneously. Check the zero with pans empty, 
and adjust if necessary with the little fluted nuts on 
each beam end. Adjust the sensitivity by raising or 
lowering the lock nut on the pointer to the desired 
value. 

Pans that have been stained may be polished with 
the dry-cloth-bone-black technique previously de- 
scribed. 


Finally 


An occasional touch-up of scratches and abra- 
sions on instruments can improve the appearance 
of any medical or clinical laboratory. Matching 
paints and enamels for touching up instruments 
and furniture can usually be obtained from the 
companies that made the equipment. 

And finally, three indispensable items for the 
clean, orderly laboratory are that humble trio—the 
broom, the mop and the pail. The hazards of 
broken glassware and spilled chemicals are too 
great for the physician to depend entirely on reg- 
ular janitorial service. 
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Can You Buy $10,000 Life Insurance? 


BY RALEIGH E. ROSS 


AFTER MORE than a century of life insurance in 
America, some of the big companies are giving the 
buyer of $10,000 or more of ordinary life a “break.” 
It’s a good trend and should spread to other types 
of policies. 

Obviously, there is economy in issuing one 
$10,000 policy to a buyer, for example, rather than 
five of $2,000 to five different applicants. In the for- 
mer case there is one person to examine medically 
and to inspect economically, and to issue a policy 
for. In the latter case the examination, inspection, 
policy and book-work are multiplied by five! True, 
there is advantage in spreading risks, but the big 
companies are pretty well fortified in this respect. 
The economy of one substantial policy instead of 
several small ones should be passed on to the buyer. 

Of course there may be a slight loss of good will 
among people who habitually buy in amounts of 
$5,000 or less. But this feeling will probably be 
temporary. 

Twenty years ago an insurance executive said: 
“The life insurance companies are great democratic 
institutions. They cater to everyone. The large buy- 
er who borrows $20,000 on his policies pays exactly 
the same rate of interest as the owner of a single 
$1,000 policy who borrows perhaps $25. And the 
wealthy man who buys $100,000 at a clip pays ex- 
actly 100 times as much for his policy as the man 
who buys $1,000.” 

Neither of these statements could hold true, as a 
blanket assertion, today. At least one big company 
has introduced a system of graded interest charges 
on loans—charging a higher rate on small amounts. 
And now we have a price inducement given to pur- 
chasers of $10,000 or more of ordinary life pro- 
tection. 

The opening gun in this battle to reduce prices 
was fired by a large eastern company; (let’s call it 
“Company A”), about the first of the year. They 
issued and advertised a special “new whole life” 
policy, minimum face amount $10,000, at very fa- 


vorable rates. At most ages, the premium is about 15 
per cent lower than the regular ordinary life policy. 
and the cash values at the end of 20 years are ex- 
actly the same. There may be some differential in 
dividends, but not enough to seriously cut into the 
15 per cent advantage. It is reliably rumored that 
Company A’s sales of this policy during the first 
seven months of this year exceeded $450,000,000! 

On August 2, another large eastern company 
(“Company B”) introduced a similar, $10,000-or- 
more policy, that they call ‘‘adjustable whole life.” 
The rates and net costs, at the end of 20 years, are 
approximately identical (Table 1), but this policy 
provides an added “adjustable” feature. 

This consists of two options to convert the policy, 
at a certain specified date. If the insured chooses 
Option A, the premium is increased to the amount 
necessary to pay up the policy in ten years. If the 
insured chooses Option B, the premium is increased 
to the amount necessary to make the policy pay out 
(as an endowment) in ten years. If the buyer is age 
45 or under, the conversion date is age 55. If the 
buyer is over 45, the conversion date is the tenth 
policy anniversary. 

Thus this policy provides permanent protection 
with low gross premiums and low net.cost, and also 
has a valuable element of flexibility, which the in- 
sured may greatly appreciate in years to come. 

For an example of how the policy for the minimum 
amount, $10,000, will work out issued at age 35, see 
Table 2. You will note there is a net gain of $218 at 
the end of 20 years if the dividends are left to accu- 
mulate at interest. If dividends are used to reduce 
premiums, there is still a net gain of $1.60. This is 
most unusual in an ordinary life (or whole life) poli- 
cy. Until these new policies were put on the market, 
the ordinary life buyer could be fairly certain that 
there would be a net cost for his protection if he 
cashed in his policy at the end of 20 years or before. 
Table 3 shows how the new adjustable whole life 
policy compares, at various ages, with Company B’s 
regular ordinary life. 

From August 2 on, this policy replaced the com- 
pany’s ordinary life policies in all cases where 
$10,000 or more of this type of insurance was ap- 
plied for. In other words, the company’s regular 
ordinary life is now limited to persons who apply 
for less than $10,000. This is likely to mean that 
buyers of ordinary life will take considerably less 
than $10,000. A person of 35, for example, would 
pay $247.68 year for $9,000 of ordinary life, where- 
as he could get $10,000 of the adjustable whole life 
for less money —$234.10. 
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TABLE 1 


20-Y ear Illustration—$10,000 Face Amount. Age 35. Premiums are shown for standard insurance. Waiver of pre- 
mium and double indemnity are available at slightly higher rates. 


Premium 


Total Accumulated 
Dividends 

20 Years 

Plus Termination 
Dividend. 


$235.90 
$234.10 
$275.20 


$1230 
$1230 
$1680 


TABLE 2 


The Adjustable Whole Life Policy 
For your beneficiary: On your death, $10,000 payable in a lump sum or applied to provide regular income. 
Whole Life Annual Premium: $234.10. (Additional annual premium of $8.70 if disability waiver of premium benefit 
included and of $10.20 if accidental death benefit included.) You may, if you wish, choose semiannual, quarterly 


or monthly premiums. 
20-Year Illustration: 


Average annual dividend 

Average annual net outlay 

Cash value end of 20 yeors 

Termination dividend if surrendered at end 
of 20 years 

Average annual net gain if surrendered at 


Year Dividend 


$16.10 
19.70 
26.90 
44.10 
62.20 
72.80 


If dividends left to accumulate with interest: 


Total premiums for 20 years $4,682.00 
Accumulated dividends end of 20th year. 1,080.00 
Cash value end of 20 years 3,670.00 
Termination dividend if surrendered at 


4,900.00 


The Adjustable Features: Guaranteed options to convert to a limited payment life or endowment policy by payment 
of an increased premium for ten years commencing on the policy anniversary nearest age 55. 


On policy anniversary nearest age 65 


Guaranteed cash or maturity value on 
this policy anniversary 
which may be used to provide 
Monthly income for life (10 years certain) 
commenciag this policy anniversary 
Male 
Female 


Annuel premium for option 


Option A Option B 
Policy Becomes Policy Matures 
Fully Paid Up as Endowment 


$7640.00 $10,000.00 


Total Guaranteed Total | 
Annual Cash Value Value 
Annual Premium End of End of 
| 20 Years 20 Years 20 Years | ‘i 
Company A $4718 $3710 $4940 
Company B $4682 $3670 $4900 
Company B, Ordinary Life $5504 $3670 $5350 | 
| 
| 
| 
| 
| 
| 
| 
3 
5 | gk 
10 
15 | 
20 
| 
If dividends applied to reduce premiums: 
. 4470 | 
189.40 
. 3,670.00 
150.00 Total cash on surrender... 
Premiums paid less than total cash on ee 
40.49 53.00 
44370 628.40 
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TABLE 3 
Comparison of Adjustable Whole Life (original premium continued throughout) With ordinary life 
(Face Amount $10,000) 
Average Annual Net 
*Cost If Surrendered 
at End of 20 Years 
Adjustable Ordinary 
Whole Life 
$—13.20 
— 1.60 
43.90 
139.20 


Average Annual Net 
*Outlay for 20 Years 


Adjustable Ordinary 
Whole Life Life 


$137.80 
189.40 


Annual Premium 


Adjustable Ordinary 
Whole Life Life 


$174.60 
234.10 
332.80 388.30 279.90 
503.10 583.00 422.20 


*Based on 1954 dividend illustrations. Dividends are not guaranteed. 


$206.80 
275.20 


$152.50 
206.90 
301.30 
447.90 


A reader who has studied life insurance might ask 
this question: ‘‘Isn’t it usual to allow the conversion, 
as of the date of issue, of an ordinary life policy into 
a limited payment life or endowment at any time, 
through lump sum payment of the necessary differ- 
ence in reserves?” 

Yes, that is correct. But who knows exactly what 
such a conversion would cost, a few years hence? It 
depends on interest rates, mortality trends and 
similar factors. 

So, there is an advantage in having a definite con- 
version date and a specified premium over the ten- 


year period. It should further be noted that this 
policy should not be referred to as “preferred risk.” 
It is available, at higher rates, to substandard risks. 
It gives preferred treatment to the buyer only be- 
cause his purchase is $10,000 or more protection. 

Both whole life policies build cash and loan values 
with unusual speed. While the old ordinary life and 
the new whole life policy cash values are identical at 
20 years, still at ten years, for example, there is quite 
a difference in favor of the new policies. See Table 4 
for this comparison at various ages. 

This whole life adjustable policy should appeal 


TABLE 4 
Comparison of Cash Values Adjustable Whole Life 


45 
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Issue 

Age 
25 
35 
| 45 
55 
= Age ot Issue 25 35 = 55 
ay Whole Ordinary Whole Ordinary Whole Ordinary Whole Ordinary 
Year Life Life Life life Life Life Life Life 
1 0 $ 30 0 

si 2 $100 0 $170  $ 40 $ 250 $ 100 360 $ 200 
ate 4 3 240 $ 130 360 260 500 440 680 650 
ia 5 540 430 750 620 1010 900 1330 1250 
: ; 10 1330 1220 1770 1640 2310 2160 2930 2750 

. 15 2080 2080 2710 2710 3460 3460 4270 4270 

: Fy 20. 2870 2870 3670 3670 4570 4570 5460 5460 


particularly to younger doctors in the process of 
building their practice. While they are buying homes 
and raising their families, the cost of the protection 
is unusually low. Then, at age 55, when the home is 
probably paid for, and income is perhaps approach- 
ing its peak, the premium can be adjusted upward 
in order to pay up the policy at 65, or have the face 
available at 65. And beyond that age, the insured 
can, if he cares to, use the cash value, plus any accu- 
mulated dividends, to give him an annuity. 

Not to confuse the issue, but most recently a 
third $10,000 policy was advertised, quoting a 


monthly premium at age 35 of $23.30. This was 
called a “‘protection-plus” policy with the plus em- 
phasis on the retirement income at 65—$50 a month 
for each $10,000. By the time this article reaches 
print, this tendency to feature $10,000 policies at 
attractive rates may have gathered still greater 
momentum. 

With costs on almost everything we buy seeming 
to creep up continually, it is pleasant to note a 
price reduction in so universal and staple a “com- 
modity” as ordinary life insurance! May this trend 
in the field of protection continue! 


WHAT OTHERS ARE SAYING... 


Comprehensive Medical Care 
and the Curriculum 


IN A RECENT exchange of letters appearing in The 
Journal of Medical Education for February and 
September, 1953, Drs. Loeb and Atchley of Co- 
lumbia University and Dr. Hubbard of The Uni- 
versity of Pennsylvania have debated the question 
of curriculum changes favoring student expe- 
rience in the care and observation of the patient 
in settings which go beyond the confines of the 
hospital and clinic. Related issues have been dis- 
cussed, such as inclusion in the curriculum of 
materials derived from sociology and the status 
of the general practitioner in modern medical 
care. In reviewing these letters it has seemed to 
the Editor that no resolution of the argument is 
possible until the focus is shifted from curriculum 
content to a consideration of the student’s expe- 
rience and what the medical educator expects him 
to gain from his contacts with patients. If all that 
is expected at the undergraduate level is the solu- 
tion of diagnostic puzzles on the basis of a formal 
codification of information we may well leave the 
curriculum as primarily a scientific exercise. On 
the other hand, if the objective is successful ap- 
plication of the patient’s health problems and of 
their related sequellae and reverberations in the 
family circle, we must ask ourselves whether we 
can leave to chance the development of a human- 
istic art of patient management. Without sound 
scientific foundation and related intellectual hon- 
esty the doctor is either a fumbler or he is a 
charlatan. Without those understandings of the 
family, the home, and the personality character- 
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istics of the patient which are manifest only in 
that same home environment plus evidence of re- 
spect for the strengths of the patient and toler- 
ance for his weaknesses, the scientific doctor may 
be impotent. His plans and treatment objectives 
may not be accepted by the patient. The patient 
then shifts about from physician to physician 
until he finds one willing to treat him according 
to his own preconceived notions. Ultimately the 
patient may, and frequently does, wind up in the 
hands of a doctor scientifically less competent to 
handle the problem involved. 

Assuming good scientific preparation at the 
undergraduate level, we need to face the question 
of whether in these four years it is essential to 
train the student in the techniques of dealing 
competently with individual patients. There is 
also the question of the relationship of the phy- 
sician’s own attitudes to his success or failure in 
guiding his patients through to a successful cul- 
mination of a treatment program. Dare we leave 
all this to ‘common sense and intuition”? In the 
face of the probability that failures in maintaining 
patients on treatment will lead to frustrations and 
consequent attitudes of rejection of the patient, 
can we afford to leave the development of more 
mature attitudes and abilities to “common sense 
and intuition?” Some of us feel that it is worth 
while to experiment a bit to find out whether we 
can teach effective patient management (provide 
comprehensive care) without diluting the scien- 
tific training of the student. We hope we may 
maintain an open mind and accept a critical eval- 
uation of these experiments in medical teaching. 
If the sociologist has worthwhile suggestions as 
to our approaches we can afford to put those sug- 
gestions to the test. This is quite different from 
adding sociology to the medical curriculum.— 
Editorial in Conference of Professors of Preventive 
Medicine Newsletter, February, 1954. 
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Trends and Events in the Nation’s Capital 


Government Pushes Health Coverage 


‘THE FEDERAL GOVERNMENT’S increasing attention to 
medical care through the mechanism of prepaid 
insurance may lead to renewed emphasis upon the 
importance and wisdom of selecting a family doctor. 

Events of the past few weeks demonstrate that 
the Eisenhower Administration is determined to 
institute a contributory health coverage program 
for 2.5 million federal workers. Department of De- 
fense is seriously considering a similar innovation 
in which beneficiaries would be upward of three 
million dependents of military personnel. 

Since dependents of government employes also 
are involved, approximately ten million men, women 
and children are prospective participants in the 
programs under study. Should they materialize— 
enactment of legislation by Congress would be 
necessary—it is obvious that the volume of medical 
care performed would be greatly increased. Also, 
that stimulus would be given to the old American 
tradition of having a family doctor. 

Under auspices of the Civil Service Commission, 
planning for contributory coverage of federal em- 
ployes already is well under way. In mid-October 
the commission received basic data from Blue 
Shield and Blue Cross plans, consumer-controlled 
health cooperatives and insurance companies. Com- 
petition for this business is spirited. 

Federal intervention in medical care problems, 
particularly when health insurance becomes a key 
issue, is regarded with apprehension by organized 
medicine. However, present activity seems to mark 
a trend away from direct medical services by the 
government and toward a higher degree of utiliza- 
tion of private facilities. 
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After eight years of experience, the feasibility of 


*thome town” medical care for veterans has been 
demonstrated. Except in clinical research, medical 
activities of U.S. Public Health Service have been 
curtailed in recent years and a further cutback is 
indicated if the government modifies its present 
responsibility for health services to merchant sea- 
men. Difficulty in procuring physicians for the 
armed forces is resulting in abridgment of medical 
services to dependents and greater dependence 
upon civilian contract doctors for these duties. 

Reports emanating from the Hoover Commis- 
sion, which is nearing completion of its government 
housekeeping survey, are that its medical task force 
will make strong recommendations for increased 
delegation of medical care to private practitioners. 

Congress, of course, will have the last word. The 
White House will ask Capitol Hill to make a number 
of important decisions on this many-sided subject 
in 1955. 


Veterans’ Prescriptions Clarified 
Vice Admiral Joel T. Boone, chief medical direc- 


tor of Veterans Administration, has issued a memo- 
randum to clarify policy 
with reference to the fill- 
ing of prescriptions writ- 
ten by private physicians 
participating in VA’s 
‘home town” care pro- 
gram in outpatient treat- 
ment of veterans. 

The directive came 
about as a result of com- 
plaints received from a few 
pharmaceutical groups 


Vice Admiral Boone 
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who charged that private druggists were getting 
too small a percentage of this prescription business. 

Admiral Boone described, in general, circum- 
stances when VA regional medical officers should 
advise participating doctors to direct their patients 
to pharmacies operated by VA and when to refer 
them to nongovernmental druggists. His memo- 
randum stated, in part: 

In general, Veterans Administration facilities 
will be utilized to the extent possible, consistent 
with the needs and best interests of patients and 
the government. 

‘Fee basis physicians authorized to treat Vet- 
erans Administration patients will be advised by 
chief medical officers of sources of supply for 
prescriptions, i.e., participating pharmacies in the 
veteran’s community, and pharmacies in VA ac- 
tivities. 

“In chronic cases in which medication needs 
are of a generally recurring nature and can be 
anticipated, or in other cases in which, in the 
opinion of the attending physician, prompt medi- 
cation is not required, chief medical officers may 


suggest or request that prescriptions be forwarded 
to the VA facility for filling and delivery to the 
patient.” 

The Boone memorandum noted that prescrip- 
tions which may be filled by private pharmacies are 
not limited to emergencies. Nevertheless, the direc- 
tive’s main emphasis upon utilization of VA facili- 
ties is expected to build up their prescription volume 
and reduce that of the commercial pharmacies. 


UMW Report Shows Big Health Spending 


During the fiscal year ended June 30, 1954, the 
United Mine Workers Welfare and Retirement 
Fund spent a total of $52,209,912.95 for hospital- 
ization and medical care of beneficiaries. A sum- 
mary of the year’s activities is presented in the 
fund’s annual report, published recently. 

Hospital days totaled 2,058,130 in the 12-month 
period, with 115,274 patients being provided for. 
Medical and surgical care for inpatients entailed 
1,963,456 visits by physicians. Outpatient visits 
totaled 1,056,278. 
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Business Problem Clinic 


Here are answers to four questions sent in by one quest- 
ing physician, L.J.J. of San Diego, California. Other 
doctors with queries about matters concerning the busi- 
ness end of their practice are invited to send them to the 
Business ¢> Economics Department, GP, 406 West 34th 
Street, Kansas City 11, Missourt. We'll call in quali- 
fied authorities, where necessary, to find the correct 


answer for your special difficulty. 


Q. What is the value to a doctor in owning his own medical 

building? 

A. The first consideration should be whether 
building or buying can be done reasonably. Would 
the cost of building compare with the rental that is 
being paid? The cost of building varies in different 
communities depending on the value of property, 
materials and the cost of labor. After considering 
these factors, it is possible an adequate building can 
be erected by paying annually the same amount that 
is now being paid in rent—and the building could 
be paid for in ten years. Another point to be con- 
sidered is the doctor’s present office. Will the pres- 
ent facilities accommodate increased patient load, 
or a possible future associate? Office arrangements 
can play a very important part in giving a doctor 
ease in his practice. He can accomplish more in less 
time by having adequate space. Accessibility is 
another important factor. If a doctor’s office is in a 
downtown area, the patient often has difficulty in 
finding parking space. There is presently a very 
definite trend for pediatricians, obstetricians and 
gynecologists, and general practitioners to locate 
their offices in residential areas. 


Q. What is the most efficient method for recording history and 
progress notes? 
A. Many physicians now use dictating machines 
as the most efficient way of recording patients’ case 
- histories. There are several very fine machines on 
the market today. Some doctors find it necessary to 
take notes in the examining room in order to record 
such items as height, weight, blood pressure and 
other pertinent points in the history. When the 
patient is dismissed, the physician can use a dic- 
tating machine to give the history. By doing this 


immediately after seeing the patient, the history is 
fresh in the doctor’s mind and there is no difficulty 
in recording a complete and accurate history. When 
this procedure is followed, the physician has only 
one patient’s history to complete when he has seen 
his final patient for the day, and he is then free to 
leave his office. The same method can be used on 
progress notes. 

The secretary can transcribe the dictation during 
her slack moments and can complete it the following 
morning, thereby having a history on the chart the 
following day. This system has been found much 
more satisfactory than having an individual in the 
examining room taking notes. 


Q. What is the best method for sending out monthly statements? 


A. When posting is done by hand, it necessitates 
either a statement in longhand or one that is typed. 
Typing a statement is, of course, much more desir- 
able. When the secretary has leisure time during 
the course of the month, she can address the enve- 
lopes and head the statements, thereby leaving only 
the amount to be typed in at the end of the month. 
There is no specific reason why all the statements 
should have the same date. All statements should be 
in the mail by the end of the month. 

When the number of statements to go out each 
month exceeds a thousand, the doctor should give 
serious consideration to acquiring a posting ma- 
chine. There are many good machines available. 

There is a firm that prints statements in a roll 
form, as described in the February, 1954, issue of 
GP. The roll form is a long continuous sheet of 
paper which is perforated at intervals. The insertion 
and removal of each statement is eliminated and it 
has been observed that this procedure has shortened 
the time of preparing monthly statements by ap- 
proximately one-half. 


Q. Where can literature on various office floor plans for phy- 

sicians be obtained? 

A. Data on floor plans can be secured from sev- 
eral sources. Various articles have. appeared in 
medical magazines, particularly in Medical Econom- 
ics, in Modern Architecture, and in GP (issues of 
October, 1953, May, 1954 and June, 1954.) There 
are architectural firms that specialize in medical 
buildings, also numerous management companies 
throughout the country that limit themselves to the 
medical profession and have had considerable ex- 
perience in designing medical buildings. Floor 
plans for doctors’ offices are available from the 
Surgical Manufacturers’ Association in Detroit. 
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Che Practitioner’s Bookshelf 


Nash's Surgical Physiology. By Joseph Nash, M.D. Revised 
and edited by Brian Blades, M.D. Pp. 686. Price, $12.50. 
Charles C Thomas, Springfield, Ill., 1953. 

When Nash first presented this work in 1942, the 
surgeon considered physiology from the strictly surgi- 
cal point of view. In the early thirties, I was, as a student, 
struck with the rarity of a physiologic approach to sur- 
gery, and so was deeply impressed with the fairly recent 
work of my medical school dean, W. D. Gatch, who 
called attention to the importance of fluid and electro- 
lyte balance in abdominal surgery. 

The late Dr. Nash’s torch has been effectively 
carried by the surgical department of George Wash- 
ington University, under Brian Blades, in revising and 
editing. Surgical Physiology is as up to date as the 
printed page can be. 

While all this treatise is valuable, I was especially im- 
pressed with the section on body fluids, and that on the 
nervous system. 

The general practitioner can profit by reading, or, 
rather, by studying this volume—for, like most physiol- 
ogy, it is not to be superficially read. The surgeon 
should, and the candidate for the American Board of 
Surgery must, digest this. 

—Francis T. Hopces, M.D. 


Thoracic Surgery. 2nd ed. By Richard H. Sweet, M.D. Pp. 
381. Price, $10.00. W. B. Saunders Co., Philadelphia, 
1954. 


The emphasis in this volume is on the operative 
techniques employed in thoracic surgical procedures. 
The subject matter is beautifully and profusely illus- 
trated and includes all aspects of the surgical manage- 
ment of thoracic pathology. The general surgical 
anatomy of the thorax is discussed, and there follow 
chapters on the chest wall, pleural cavity, lungs and 
mediastinum. The latest developments in the surgical 
correction of diseases of the heart and great vessels 
are included. 

In the chapter on abdominal operations performed 
through a transthoracic incision, the author emphasizes 
the advantages of this approach in renal, suprarenal 
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and spleen surgery. In addition, its usefulness in por- 
tocaval anastomosis and gastric surgery is discussed. 
This approach has enormously broadened the field of 
abdominal surgery. 

The final chapter on surgery of the diaphragm 
demonstrates how the developments of thoracic surgery 
have provided a new impetus for the treatment of 
conditions of the diaphragm which were formerly either 
inoperable or inadequately treated through an abdomi- 
nal approach. 

Because of its specialized nature this book will have 
little interest to general practitioners except as a source 
book for information on the types of thoracic operations 
used and their appropriate indications. 

Katz, M.D. 


The 1953-54 Year Book of Endocrinology. Edited by Gilbert 
S. Gordan, M.D. Pp. 390. Price, $6.00. The Year Book Pub- 
lishers, Inc., Chicago, 1954. 

The advent of adrenocorticotrophin and cortisone 
into general therapeutics has stimulated increasing in- 
terest in the field of endocrinology, and this Year Book 
of Endocrinology will have a more enthusiastic reception 
among general practitioners than in former years. 

Many important contributions of scientific and practi- 
cal merit have been made to the endocrine literature in 
the year of 1953. This 390-page volume abstracts almost 
300 articles in this field taken from journals received 
between January and December, 1953. Sections of the 
book are devoted to the pituitary gland, the thyroid, the 
parathyroid glands and calcium metabolism, the adrenal 
glands (both cortex and medulla), male and female re- 
productive systems and carbohydrate metabolism and 
diabetes mellitus, with a concluding chapter on endo- 
crine treatment of neoplastic diseases. 

Each chapter begins with a brief introduction by the 
editor as background information for the articles which 
follow. This makes the subject matter both interesting 
and understandable to the reader inexperienced in this 
field of literature. 

The abstracts are concise and informative, and deal 
with subjects of interest in both the theory and clinical 
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20 QUESTIONS BELOW 
YOU DON'T NEED... 


YOU ‘CAN ANSWER 


> AT THE RIGHT are 20 questions which the 1954 
Abstracts will answer. If you can answer them all, it 
is a logical assumption that (1) you attended the 
Cleveland Assembly, (2) you sat with intense con- 
centration through all the lecture periods, (3) you 
devoted many hours to studying over fifty scientific 
exhibits, and (4) you have a phenomenal photo- 
graphic memory. If those conditions do not apply 
to you, we challenge you to answer these 20 ques- 
tions. Give yourself five for each one answered. If 
your score is under fifty, then you need a copy of 
this “medical meeting in book form.” 


> In THIs 300-page book has been condensed the 
essential knowledge from sixteen lectures, four 
symposia, one live clinic and fifty scientific exhibits. 
Its thirteen subject areas include the work of 140 
leading teachers from over fifty medical schools, 
hospitals and clinics. It is profusely illustrated with 
nearly 250 photographs, charts and drawings. V 


20 QUESTIONS: Score 
Can you select the contents of a Cardiac Emer- 

How would you do a three-day biliary flush? 
What antibiotic do you use in bacterial (or viral) 

Can you tell dermatomyositis from periarteritis 

What three therapies do you consider in plantar 


How do the two types of syncope differ in etiology 

What is the positive diagnosis in amebiasis ?... . . 
Can you diagnose arterial occlusion by aorto- 


Can you name nine “‘stroke remedies” ?....... 
In what five ways is the multip different?.... . 
What is “‘the greatest complication of preg- 

What are the five danger signals in the new- 


What are the six points in gastric ulcer diag- 
How would you prescribe an “unlimited diet” 
Is tuberculosis a medical or surgical disease?.... __ 
What are the five causes of SM-PAS failure?.. _ 
What is the essential emergency room equipment? —___ 
What is the operative mortality in Tetralogy of 
When do you suspect diaphragmatic hernia ?...._ 


Total 


<4 Orper your copy now. The book will not be re- 
printed. When the present (and rapidly dwindling) 
supply is gone, there just won’t be any more. Don’t 
miss this chance to make the Cleveland Assembly a 
permanent part of your reference library. Use the 
order blank below . . . ropay. V 


AMERICAN ACADEMY OF GENERAL PRACTICE 
Broadway at 34th, Kansas City 11, Missouri 


ORDER BLANK 


Enclosed is my check for $5.00, for which please send me, prepaid, one copy of the 1954 Edition of 


“ABSTRACTS.” 
Please Print Clearly: 


Academy Member: 


Yes [_] No [_] 


Attended ‘54 Assembly 


Yes [_] No 


ee 
What synthetics work bestin Parkinsonism?.... 
“ ¢ 


practice of endocrinology. Case histories are presented 
briefly, yet adequately, when they are essential to the 
abstract. Brief editorial comment follows some of the 
abstracts. More than 80 charts and pictures are well 
reproduced. 

While some of the articles abstracted may not be of 
interest to the general practitioner, this year book does 
contain much practical, clinical information, and the 
brief summaries provide quick, easy reading. 

—Marcus Scuaar, M.D. 


Anatomy for Surgeons. Vol. I. The Head and Neck by 
W. Henry Hollinshead, Ph. D. Pp. 560. Price, $12.00. Paul 
B. Hoeber, Inc., New York, 1954. 


Dr. Hollinshead has presented in easily readable 
form the anatomical facts and concepts useful to the 
surgeon. Although his work is not complete in every 
detail, many references are available for those wishing 
further minute detail on a particular subject. This is not 
a surgical atlas but what might well be described as 
“Lectures to Graduate Students of Anatomy,” with 
simple diagrammatic black and white sketches to illus- 
trate the lecture. In an effort to lessen the confusion of 
anatomical terminology, English translations of the 
Basle Nomina Anatomica and Birmingham Revision 
terms, and, in addition, some of the more common 
synonyms are included. 

As a text for the graduate student of anatomy and a 
reference for the surgeon, this publication will be most 
useful. —Amos N. Jounson, M.D. 


Surgical Infections. By Edwin J. Pulaski, M.D. Pp. 332. 
Price, $7.75. Charles C Thomas, Springfield, Ill., 1954. 


This book is very complete and comprehensive and 
gives a detailed report on the antibietics. 
However, I believe it goes into too much detail for the 
average general practitioner. 
E. Smiru, M.D. 


Surgical Pathology. 2nd ed. By Peter A. Herbut, M.D. 
Pp. 893. Price, $14.00. Lea & Febiger, Philadelphia, 1954. 


One familiar with the first edition of this excellent 
work will recognize at once that this is not merely the 
older text warmed over to keep pace with progress. It is 
much more complete, is more extensively illustrated, 
and some subjects are completely rewritten. 

This is, probably primarily, a reference text for surgi- 
cal pathologists, but it is also a valuable source book for 
any physician doing surgery. A feature I like is the 
accessibility of material. One searching for facts dislikes 
being diverted by labyrinths of the irrelevant. Each sub- 
ject is dealt with adequately and there is praiseworthy 
economy of description. What there is is readable. 

The exercise of another economy, however, impairs 
an otherwise most useful volume. No text on pathology 
today can afford to be without full color illustrations. 
This has none. —Francis T. Hopces, M.D. 
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Provides medical profession with simple, posi- 
tive, and quick technique for a diagnosis of 
fluorescence of organic substances with Wood’s 
Light. This new diagnostic technique frequently 
discloses such conditions as: ringworm, female 
hormone deviation, porphyria, and cancer, be- 
fore they have developed to the point which 
permits normal discovery and diagnosis. Im- 
mediate treatment can be initiated prior to onset 
of complications without waiting for time-con- 
suming laboratory procedures. Hanovia tech- 
nicians developed the Hanovia Flurolamp with 
full cognizance of the specific requirements of 
the medical profession. It is proving itself the 
finest and most powerful instrument obtainable 
for diagnostic purposes. The Hanovia Flurolamp 
shuts out all light except that particular wave 
length that excites fluorescence. Small, yet most 
powerful, the Hanovia Flurolamp is held easily 
in the hand for directing at any angle. 


YOURS ON REQUEST: Complete infor- 
mation about diagnosis by Wood’s Light and 
Hanovia Flurolamp. 


NEWARK 5 
NEW JERSEY 
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Office Gynecology. 6th ed. By J. P. Greenhill, M.D. Pp. 517. 
Price, $7.75. Year Book Publishers, Inc., Chicago, 1954. 

Office Gynecology is a compact and well-prepared vol- 
ume. Every chapter has been revised and a few rewritten 
entirely. In keeping with newer developments in gyne- 
cology, Dr. Greenhill has added six new chapters. In his 
usual manner, Dr. Greenhill has included in this book 
everything that a practicing physician or a gynecologist 
should know pertaining to the practice of gynecology in 
an office or outpatient surgery room. 

The table of contents is easy to follow; the type and 
paper used are in excellent taste and blend to produce 
an easily readable text. The illustrations leave nothing 
to be desired, and bring forth the exact picture the 
written text discusses. This volume should be a must for 
the general practitioner’s office, for quick and easy 
reference for various problems of gynecology seen by 
all of us. —I. Fronman, M.D. 


The Hidden Causes of Disease. By Antonio Benivieni. Pp. 
217. Price, $6.75. Charles C Thomas, Springfield, IIl., 
1954. 


In the preface to this book, one reads the following: 
“Medical historians have long paid tribute to Antonio 
Benivieni (1443-1502) of Florence as one of the found- 
ers of pathological anatomy. His fame rests on one 
printed publication, his ‘De abditis nonnullis ac miran- 
dis morborum et sanationum causis’.” 

This book is a collection chosen from his case records, 
translated by Charles Singer, who points out that it is 
the first medical book to give extensive consideration to 
the practice of post-mortem examination. Benivieni has 
often been referred to as one of the founders of the 
science of pathology. 

This book will be of considerable interest to those 
with a flare for medical history, and to all pathologists. 
It is interesting reading for anyone connected with 
medicine. It cannot be considered a must for the general 
practitioner, but he might spend $6.75 for much less 
entertainment. —Joun F. Mosuer, M.D. 
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AN ACADEMY OFFICER'S PROFILE 


Dr. Fowler 
To Be President 
in’55 


Dr. Joun RicHarp Fow er of Barre, Mass., the 
man who has piloted the Academy’s Building 
Fund since its beginning in 1950, will be in- 
stalled as president of the American Academy 
of General Practice this coming March during 
the Seventh Annual Scientific Assembly in Los 
Angeles. 

Through Dr. Fowler’s four years of tireless 
efforts, a new home for the nation’s family doc- 
tors is actually under way in Kansas City, na- 
tional headquarters for the Academy. While 
Dr. Fowler’s work for the new building is per- 
haps his best known effort, he has long been 
active in many Academy affairs. 

A charter member of the AAGP, he was pres- 
ent at the first organizational meeting in Atlan- 
tic City on June 10, 1947. He has attended all 
of the national Assemblies beginning with the 
meeting at Cincinnati in 1949. The next year 
he was appointed chairman of the National 
Building Fund Committee. 

Dr. Fowler was born February 7, 1892 in 
Greenville County, South Carolina, the son of 
Ashbel Richard and Maggie Lee (Harris) 
Fowler. In 1914 he was graduated from the 
medical department of the University of Geor- 
gia, now known as Medical College of Georgia. 
His undergraduate training was in Old Lamar 


and Old City hospitals in Augusta. In 1933 he 


also received his bachelor of laws degree from 
American Extension University. 

He was a charter member and the first presi- 
dent of the Massachusetts chapter. He also 
served two years as a member of the Congress 
of Delegates from Massachusetts. Dr. Fowler 
was a member of the committee which first 
brought prepaid medical insurance in the form 
of Blue Shield to Massachusetts. He is a mem- 
ber of the Committee on Diabetes of the Wor- 
cester District Medical Society. 

Always actively engaged in civic affairs, Dr. 
Fowler has shown particular interest in the 
Exchange Club, holding the highest club posts 
in the state. During World War I he was cap- 
tain of Company O of the Massachusetts State 
Guard and in World War II he was medical 
director of civilian defense for his home town. 

Dr. and Mrs. Fowler (the former Miss Char- 
lotte Mary Holden) have four daughters—all 
married. They are Mrs. Gladys Garfield LeRoy, 
Mrs. Charlotte Louise Orde, Mrs. Judith 
Geraghty, and Mrs. Joan Richards Kemerling. 

Upon Dr. Fowler being named to the presi- 
dent-elect post this past spring in Cleveland, 
one of the many tributes paid to the Massachu- 
setts physician was a feature story carried in 
the Feature Parade Section of the Worcester 


(Massachusetts) Sunday Telegram. 
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First Day of Assembly Program 


To Explore Physician Health, Patient Relations and Allergy 


IT Is A WRY COMMENTARY on men of medicine that 
they are concerned with the health of everyone ex- 
cept themselves. It is also an unfortunate fact that 
the death rate among physicians, particularly from 
diseases due to stress, is extremely high. The loss of 
any life before the proverbial three score years and 
ten is regrettable. But the doctor and his family, 
as well as the community, have a heavy investment 
in his education and experience, so all three suffer 
a particularly heavy loss when he dies or becomes 
incapacitated. 

Out of these grim reflections has grown a grim 
determination on the part of the American Academy 
of General Practice. to awaken physicians to the 
need of protecting their continued existence, as an 
obligation to those they love and serve. Supple- 
mental to the plan for ‘A Family Doctor for Every 
Doctor’s Family,” announced at Cleveland last 
March, the Program Committee determined to make 
the opening gun of the 1955 Assembly a symposium 
on “Preserving the Doctor’s Life and Usefulness.” 
Concomitant to physical health, per se, is the need 
for mental and physical relaxation; the need to dis- 
cover outside hobbies and interests. As an aid in 
answering those needs, the doctor must learn to 
budget his time, his business responsibilities and his 
professional concentration. 

Malcom E. Phelps is well known to most Acade- 
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my members not only as a splendid physician and 
an important figure in Academy affairs, but also as 
a busy doctor who has taught himself the impor- 
tance ofa well-balanced life. His hobbies include the 
breeding of fine horses, a national reputation as a 
dog show judge (he is well known for his fine strain 
of English bulldogs) and flying. His professional 
record includes: Founder of the Phelps Clinic; 
Chief of Staff of the El Reno, Oklahoma, Sanitari- 
um; Division Surgeon for the Rock Island Rail- 
road; and a heavy general practice that, alone, 
would swamp many a lesser man. In addition to 
moderating the panel, Dr. Phelps will stress the 
many and varied hobbies to which a physician may 
turn for surcease from the tensions of his practice. 

The physical limitations of this constantly in- 
creasing problem and the steps every doctor should 
take to protect his continued health, will be dis- 
cussed by Dr. LeRoy H. Sloan of Chicago. Dr. 
Sloan, former Associate Professor of Medicine at 
Rush Medical College (where he graduated more than 
35 years ago), is Clinical Professor of Medicine at 
the University of Illinois Medical School, Associate 
Neurologist at St. Lukes Hospital, and Director of 
Medical Service at Illinois Central Hospital. He is 
a Fellow of the American College of Physicians, of 
which he was president in 1953. 

The third approach to keeping the physician’s 
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physical machine functioning is a conviction that 
the doctor who lets his office run him is wasting 
physical and nervous energy needlessly. Sound ideas 
on how to develop efficient office methods that re- 
lieve the doctor of detail and worry will be exam- 
ined by Mr. W. E. Syers, of Austin, Texas. Mr. 
Syers is well known throughout the Southwest for 
his sound guidance in creating efficient office pro- 
cedures for physicians and clinics—despite the fact 
that his nominal job is the presidency of the leading 
public relations firm in that area. He is acclaimed 
as one of the best speakers in Texas, and we are 
assured of entertainment as well as instruction 
when he takes the microphone. 

The 2:30 period on Monday afternoon will swing 
the emphasis from the problem of the doctor’s own 
health to the equally difficult one of how to break 
the news of incurability or anticipated termination 
to patient and/or loved ones. It is one of the grim- 
est jobs any doctor faces—telling parents their 
child is hopelessly crippled; a husband that his wife 
is going to die. 

For advice on “Breaking the Bad News,” the 
committee turned to one of the country’s leading 
psychiatrists and humanitarians, Dr. Leo H. Bar- 
temeier. Formerly visiting Professor of Psychiatry 
at the University of Michigan, Dr. Bartemeier last 
October became Medical Director of Seaton Insti- 
tute of Baltimore, Maryland. He was a member of 
the National Advisory Mental Health Council of the 
U.S.P.H.S. and is now a member of the Psychiatry 
and Neurology Division of the V.A. His member- 
ships in psychoanalytic, psychiatric and. mental 
health societies number at least a dozen. Dr. Bar- 
temeier’s qualifications for this speaking assignment 
are emphasized by such contributions to the litera- 
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Leo H. Bartemeier, M.D. Malcom E. Phelps, M.D. Mr. W. E. Syers 


ture as: “Contribution of the Father to Family 
Mental Health,” “What the Patient Expects of his 
Physician,” and “The Attitude of the Physician.” 

The two periods following the afternoon recess 
will be devoted to “Allergy,” a subject area not too 
heavily covered in past Assemblies. Dr. Edward 
Weiss of Philadelphia will discuss ‘Emotional Fac- 
tors in Allergy,” followed by Dr. George Piness of 
Los Angeles, who will examine the “Newer Con- 
cepts of Allergy Therapy.” Unfortunately both of 
these speakers were away from their offices the 
latter part of the summer and at this writing (mid- 
September) have not yet had an opportunity to 
develop for us a forecast of their papers. We can 
give assurance, however, that both men are tops in 
their chosen field, and that their presentations will 
be sound and informative. 

Dr. Weiss is Clinical Professor of Medicine at 
Temple University, Philadelphia. A graduate of 
Jefferson Medical College, he is a Diplomate of the 
American Board of Internal Medicine, and a mem- 
ber of the American College of Physicians and the 
American Psychosomatic Society, Dr. George 
Piness, born in Russia in 1891, has been a U.S. citi- 
zen since a year after graduation from the University 
of Maryland Medical College in 1913. In 1918 he 
established practice in Los Angeles, where he 
served a number of years as Associate Professor of 
Medicine at the University of Southern California. 
Dr. Piness is a Senior Surgeon with the U.S.P.H.S. 
Reserve, a Director of the Los Angeles Conva- 
lescent Home, and allergy advisor to the Board of 
Internal Medicine. His association memberships in- 
clude the American College of Physicians, the 
American Academy of Allergy and the American 
Academy of Applied Nutrition. 


| 4 
| 
151 
3 


Photo courtesy Salt Lake City Deseret News and Telegram 


Past President U..R. Bryner Honored 
at Annual Utah Meeting 


Dr. Hildebrand Lauds Dr. Bryner’s Work 
During His Term as Academy President 


Dr. U. R. Bryner of Salt Lake City, Utah, imme- 
diate past president of the Academy, was honored 
at the recent annual banquet of the Utah chapter 
for his work and achievements while he was AAGP 
president. 

The ceremonies held during the chapter’s annual 
meeting September g—10 in Salt Lake City included 
the presentation of a plaque from the Utah members 
in appreciation of Dr. Bryner’s work while he was 
national president. Dr. T. E. Robinson, general 
chairman of the two-day meeting, made the pres- 
A plaque of appreciation was presented Past President U.R- tation. 

Bryner (center) of Salt Lake City by Dr. T. E. Robinson (left) President W. B. Hildebrand of Menasha, Wis. 
in behalf of the Utah chapter for Dr. Bryner’s work whilehe was was on hand to honor his predecessor. He also 


president of the Academy. His successor, Dr. W. B. Hildebrand enehe th td l h . f which 
ty poke the next day ata uncheon meeting, of whic 
Dr. Bryner was chairman. 
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Following the award presentation, President 
Hildebrand said that Dr. Bryner “has made by far 
the greatest contribution toward the uplifting of the 
general practice of medicine, and the AAGP in 
particular, of any living doctor of medicine.” 

Dr. Bryner was first treasurer of the Academy 
when it was organized in 1947. He completed seven 
years of service on the executive committee this 
past March when his term as national president 


ended. 


Personal Touch Necessary in Medicine 
Best Provided by Family Doctor—Cahal 


“EVERY FAMILY should have a family doctor for from 
him alone can people get personal concern and 
affectionate consideration which they expect and 
have a right to demand of those practicing the heal- 
ing arts,” Mac F. Cahal, executive secretary and 
general counsel of the Academy, told members of 
the Texas chapter at their annual banquet in Gal- 
veston, as reported in The Galveston Daily News. 
The front page story quoted Mr. Cahal as de- 
claring that the present high costs of medical care 


could be greatly reduced if every family had a gen- 
eral practitioner as a family health counselor. His 
speech given to some 1,400 members who were at- 
tending Texas’ fifth annual scientific meeting pointed 
out that the general practitioner is a part of the 
family circle to his patients. The doctor regards his 
patient as a part of society relating disease to social 
environment. 

In referring to the current emphasis upon spe- 
cialization, Mr. Cahal declared that while it is neces- 
sary to have some experts in every field of medicine 
and surgery, well-trained general practitioners are 
the most important factor in the prevention and 
treatment of disease. 

**The strength and value of any system of medical 
practice must rest upon the foundation of general 
practice,” he said. “It can be no better than this 
basic foundation. The consuming public has a right 
to expect competent family doctors who will be 
available when needed day or night.” 

Mr. Cahal reported on results of a psychologic 
study which revealed a deep desire among people 
for the personal concern and affectionate considera- 
tion of a family physician in times of illness. He 
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added, ‘A family doctor fills a deeply instinctive 
need of people.” And, he emphasized, the doctor’s 
family also needs a family doctor and this is the goal 
of the American Academy of General Practice. 

He presented the case of Dr. Merrill Shaw whose 
death might have been prevented if he had had a 
family physician. He told of Dr. Shaw’s last efforts 
in furthering a project for each family to have a 
family doctor. 

The Academy’s executive secretary decried sen- 
sational stories in popular magazines which tend to 
discredit the entire medical profession and destroy 
public confidence in all doctors. 

**There are a few charlatans in medicine who per- 
form evil deeds for money just as there are a few 
crooks in every field,” he said, “but they are soon 
found out by their medical colleagues and barred 
from hospitals.” 

He branded blood-curdling stories about a lot of 
unnecessary surgery, ghost surgery and secret fee- 
splitting as simply distorted exaggerations that are 
not true. 


Dr. Truman Asks Science Writers 
To Formulate a Code of Ethics 


ScreNcE writers should formulate a Code of Ethics 
and Rules of Professional Etiquette, Dr. Stanley 
R. Truman of Oakland, Calif., a past president of 
the Academy, told members of the National Asso- 
ciation of Science Writers at their recent annual 
meeting in San Francisco. 

In discussing the relationship of doctors, science 
writers and ethics, Dr. Truman told the science 
writers that by establishing a code of conduct they 
would have a method by which they could publicly 
express group disapproval of significant deviation 
from the code. He pointed out that the AMA has 
such a Principles of Ethics for its doctors. 

He specifically mentioned that such a code would 
have been helpful when Walter Winchell made his 
alarming broadcast last spring concerning the dan- 
ger of using the Salk vaccine. Though several 
science writers were extremely concerned over his 
irresponsible statement, Dr. Truman reminded 
them they were not in a position to rebuke Mr. 
Winchell publicly because they had no written code. 

**If your code permits you to call public attention 
to flagrant violations of responsible reporting then 
it will have served a major purpose in deterring the 
irresponsible, in stimulating the responsible to 
higher efforts and in gaining for you public accept- 
ance as a responsible profession,” he suggested. 
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Dr. Truman told the writers, “You are guilty of 
exactly the same things of which we doctors are 
guilty. Unethical practices on the part of the indi- 
vidual physician affect the entire medical profession. 
You, too, have members who are guilty of unethical 
practices and this guilt reflects on your entire 
group. None of us stands alone. When the finger of 
guilt points at one the shame falls on all.” 

However, Dr. Truman did state that just as doc- 
tors have to keep a clear distinction between ethics 
and etiquette, they also must keep a clear distinc- 
tion between censor and censure. He said censor 
must be fought against as a tool of the dictator 
while censure can be embraced as the method of 
free men to arrive at higher standards of individual 
and group behavior. 

In discussing the AMA’s Code of Ethics, Dr. 
Truman admitted that there is a need for restate- 
ment of its principles “‘for there is a falling short in 
our living up to these medical ethics.” But he de- 
clared these rules are written down for everyone to 
see and to use as a yardstick, for physicians to 
measure their colleagues by, in challenging their 
behavior. 

“We doctors think of ourselves as associates of 
Osler, Pasteur, and the Mayo brothers, but we can’t 
take them as a part of our tradition without also 
assuming responsibility for the cheat, the incompe- 
tent, and the mercenary,” he said. ‘You have 
strong, fearless and fluent men among you. Of these 
men and their achievements you are proud. But 
you, too, have lesser and small men among you, 
men who are more interested in sensation, conten- 
tion, controversy, and a quick dollar than they are 
in being truthful, fair, and responsible, and they 
are your responsibility.” 

Looking back over the past 25 years in medicine, 
the Oakland physician recalled inadequacies of med- 
icine and science and the progress which has been 
made in this past quarter century. He mentioned 
the change in the economics of medical care too— 
pointing out that 80 per cent of his patients have 
some form of hospital insurance. He told the writers 
that grievance committees have been established by 
the medical profession to which patients may turn 
if they believe they have been mistreated either 
medically or financially. 

Much of the credit for changes in the practice 
of medicine must go to the source of the public’s 
knowledge of medical care which is the press, radio 
and television, and principally the press, he stressed. 
He admitted, ‘No one knows better than I that I 
can practice only as good medicine as my patients 
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are willing to accept, and they will accept only as 
much as they have been educated to accept.” 

He chided the press a bit for being impatient 
with doctors “for finding our faults, telling us our 
errors, and telling them to the public.” Dr. Truman 
admitted it was only fair, right and essential that 
newsmen inform the public of medicine’s deficiencies 
and failures as well as their progress and successes, 
but he asked that ethics of the journalistic profession 
enter the picture too. 

Many doctors make accusations that scientific 
and medical news is too often inaccurate, sensation- 
al and misleading. He gave illustrations of many 
cases in which such grievances were pointed out. 

He insisted that the total meaning or impression 
is what counts. A sensational headline can change 
an otherwise harmless story into something sensa- 
tional. He resented the buildup some reporters give 
motions or resolutions at medical meetings which 
are presented by some angry or frustrated doctor 
before seeing what the reference committee and the 
legislative body do with it. 

He asked reporters to be more thorough in their 
analyses of stories, stating that most stories on 


health insurance plans have shown a lack of thor- 
ough investigation. 

Dr. Truman felt that the fear of being scooped 
has caused many stories on fly-by-night cures to 
get into print. He urged reporters not to sacrifice 
accuracy, thoroughness or dependability just to 
make a deadline. He asked them not to be too over 
enthusiastic on new discoveries until such have 
been substantiated. Otherwise a hopeful public has 
been misled. 


Hospital Built by Academy Member 
In Wisconsin Observes First Anniversary 


A YEAR AGO this month, Cuba City, Wisconsin’s new 
Medical Center, the community’s only hospital and 
built by Academy member, Dr. Cedric King, opened 
its doors. 

Before Dr. King decided to build his $120,000 
hospital, he seriously considered leaving his practice 
and going to a big city to take a residency. Without 
a hospital, other doctors showed no enthusiasm for 
settling in Cuba City and helping Dr. King care for 
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General Practitioner King was the only doctor in 
Cuba City which has a population of 1,500 persons 
plus many families in surrounding farm areas. To- 
day, Cuba City has a modern 18-bed hospital and 
clinic and it has three general practitioners serving it. 

Dr. King’s idea of building a hospital caught fire 
in the Wisconsin hamlet and with the help of amem- 
ber of a local architectural firm, a plumbing and heat- 
ing contractor and a building contractor, costs were 
kept at a minimum. Dr. King used what money he 
had and borrowed the rest. 

The hospital is set up on a nonprofit basis under 
a corporation which rents the building from Dr. King 
at $6,000 annually which is used to amortize the 
original debt. The corporation consists of a Catholic 
priest, a Methodist minister, a local attorney, a busi- 
nessman and Dr. King, all serving without pay. Dr. 
King is hospital administrator and with him on the 
staff are Dr. H. K. Rosmann and Dr. H. W. Taylor. 

An average of 17 of the 18 beds are occupied each 
day, not including the babies in the nursery. During 
its first six months the hospital had 75 deliveries, 218 
surgical cases, and the outpatient clinic averaged 
about 65 patients daily. 


This trio of general practitioners now serve Cuba City, Wis- 
consin, a town that had no hospital and only one physician until 
Dr. Cedric S. King built the Medical Center. Shown, left to right, 
are Dr. H. K. Rosmann, Dr. King, and Dr. H. W. Taylor 


Dr. King says that two of the three physicians can 
run the center at any one time, giving the third 
physician time off for study, refresher courses and 
vacations. 
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**...the conclusion is warranted that hypothyroidism 
...does reduce resistance to colds. In these patients, 
administration of desiccated thyroid is as essential to 
freedom from colds as correction of any of the other 
multiple influences that make people susceptible to 


colds.” 
Cheney, M. C.: GP 10: 32 (July) 1954. 
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Make Your Hotel Reservation Now 
for the Seventh Annual Scientific Assembly 


of the American Academy of General Practice 


AN UNPRECEDENTED NUMBER of physicians have al- 
ready indicated their intention to attend the 
Assembly in Los Angeles next March 28 to 31. 
While there are a number of excellent hotels in the 
“City of the Angels,” this early volume of reser- 
vations suggests that the “Standing Room Only” 


> Room assignments will be made in the order 
received. 

> Reservation requests should be sent to the 
AAGP Housing Bureau, Los Angeles. 

> Only a few rooms are available at the Hotel 
Statler, in addition to those set aside for dele- 


gates and speakers. 


MAP OF 


DOWNTOWN 


sign will be hung out long before the meeting opens. 
So if you plan to escape to balmy southern Cali- 
fornia the last week of next March, you will be 
wise to get your reservation in early. You do not 
have to send an advance deposit check. But, it is 
important to fill out and mail the form. 


> State officers and delegates must make their 
ewn reservations. 

Be sure to list definite arrival and departure 
time; names of all occupants of room. 
Academy Headquarters will be at Shrine 
Auditorium. 

All registration (except delegates) at Shrine 
Auditorium 10:00 A.M to 5:00 P.M., Sunday, 
March 27, and beginning at 9:00 A.M. on Mon- 
day. Scientific sessions end at noon, March 31. 
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Auriculostomy, a New Ear Operation 
Developed by Wisconsin Chapter Leader 


Dr. C. F. McDonatp, president-elect of the Wis- 
consin chapter, is one of the two Milwaukee phy- 
sicians who has developed a new ear operation that 
will eliminate the cosmetic defects of present hear- 
ing-aid devices. 

Dr. McDonald and Dr. Edwin C. Bach, an eye, 
ear, nose and throat specialist at St. Mary’s Hos- 
pital, call the operation an auriculostomy. An auric- 
ulostomy is the surgical creation of a perforation 
through the lower part of the concha of the ear, near 
the postauricular sulcus. A hole the size of a pencil 
lead is the result of the operation, visible under 
direct light but otherwise practically unnoticeable. 

As reported in The Wisconsin Family Physician, 
**The auriculostomy was developed to provide the 
closest possible contact, and the shortest and most 
inconspicuous route, between a hearing instrument 
and a mold in the external meatus. 

“The procedure was done in the following manner 
to protect the cartilage, but quicker methods may 
be used with caution. The patient was given a local 
anesthetic, an incision was made and a small button 
of cartilage removed. The posterior and anterior 
perichondrium and skin were then allowed to heal 
and a perforation was accomplished with cautery. 
A plastic plug was inserted until the walls had 
healed, creating an aperture.” 

Dr. McDonald says the auriculostomy is not a 
hearing aid in itself, but may be used in conjunc- 
tion with aids which may be developed with the 
principal objectives of 
getting rid of unsightly 
and noisy tubesandwires. 

The operation was de- 
vised by Academy Mem- 
ber McDonald at the re- 
quest of a partially deaf 
man who wanted a less 
conspicuous hearing aid. 
On this man Dr. McDon- 
ald and Dr. Bach per- 
formed the first auricu- 
lostomy. 


C. F. McDonald, M. D. 


United States Doctor-Population 
Ratio Sets New Record in Past Year 


A RECORD RATIO of one doctor for every 730 persons 
in the United States was reached in the last year 
through the graduation of the largest class of physi- 
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cians in history and the continued expansion of the 
nation’s medical schools. 

The record graduation of 8,681 doctors during 
the 1953-54 school year brings the nation’s physi- 
cian population to approximately 220,100, accord- 
ing to the 54th annual report on medical education 
in the United States by the American Medical 
Association. 

The ratio of physicians to population will be low- 
ered even more in the next few years as the num- 
ber of medical graduates is expected to rise more 
rapidly than the general population. 

Other statistics released in the report which pre- 
sent a bright future are: 

The enrollment of 28,227 is the greatest number of 
students in medical education in the history of this 
country. 

The freshman class enrollment of 7,449 also is a 
record. 

Of the freshmen entering medical schools, 68.9 per 
cent had “B” averages in their premedical training; 21.1 
per cent had “A” averages, and 10 per cent “C.” 

Only 5.1 per cent of the freshmen left medical school 
because of academic failures or for other reasons in 
comparison to a 9.5 per cent rate 15 years ago. 


Ten new four-year medical schools are in the con- 
struction or planning stage and will be in operation 
within the next five to six years. 

More than 76 million dollars was spent in 1953-54 
for new facilities, remodeling or completion of buildings 
for medical instruction. 


Tennessee MD's Try Medical Care Plan 
For impoverished Valley Residents 


FOLLOWING REPORTS of medical poverty in Clear Fork 
Valley, Tennessee made by an investigation team of 
the American and Tennessee Medical associations, 
the Tennessee Medical Association has instituted a 
year’s program to bring adequate medical care to the 
valley. 

The association has set up the Tennessee Medical 
Foundation to work out a plan of self-supporting 
medical care for Clear Fork Valley and later for other 
areas of medical poverty. 

The program for Clear Fork Valley, which is near 
the Tennessee-Kentucky coal mining border region, 
is being watched by the AMA, the United Mine 
Workers and several foundations. If the program 
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works out, similar steps may be undertaken else- 
where in the nation. 

House-to-house research by the doctors showed 
that there were 3,870 persons in the community. 
Sanitation was almost unknown. 

An abandoned coal commissary has been reno- 
vated to make a medical center through contribu- 
tions and much work by men of the community. Dr. 
David C. Meek, an honor graduate from the Univer- 
sity of Tennessee School of Medicine, has a general 
practice there and is being paid by the Tennessee 
Medical Foundation. 

All the money from fees during the year’s trial pe- 
riod will go to support the clinic. The Tennessee 
Medical Foundation’s money for the project comes 
primarily from individual Tennessee doctors. 


Cancer Authorities To Present 
Program for General Practitioners 


SIX AUTHORITIES on cancer will participate in the 
annual A. Walter Suiter Lecture on November 4 at 
the New York Academy of Medicine, New York 
City. This year’s lecture will be in the form of a 


symposium entitled, “Cancer: What We Know 
Today.” 

The program is planned particularly for general 
practitioners, Participants in the program will be 
Harold F. Dorn, Ph.D. from National Institutes of 
Health; Dr. Harold L. Stewart, National Cancer In- 
stitute; Dr. Lauren V. Ackerman, Washington Uni- 
versity School of Medicine, St. Louis; Dr. Owen H. 
Waggensteen, University of Minnesota Medical 
School; Dr. Richard H. Chamberlain, University of 
Pennsylvania School of Medicine; and Dr. Alfred 
Gellhorn, Columbia University College of Physicians 
and Surgeons. 


Fellowships Offered European Doctors 
For Postgraduate Training in U.S. 


PosTGRaDUvATE training ranging from a few weeks to 
two or three years is to be made available to 100 
European physicians, the United States Foreign 
Operations Administration has announced from 
London. 

The project is described by the Foreign Opera- 
tions Administration as part of an effort “to stim- 
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ulate the exchange of scientific medical information 
with Western European countries.” 

European physicians, under the supervision of 
the American College of Surgeons, will engage in 
graduate study and research in United States uni- 
versities and medical laboratories and also practice 
in hospitals. 

Fellowships of three to six weeks will be given to 
more experienced specialists, who may find it valu- 
able to study a particular development in medicine 
in this country. This group is expected to comprise 
about one-third of the total. 

Another third will stay one year and the rest, 


mostly younger men will be allowed to study two or 
three years. 


Trudeau Society Offers Resident 
Fellowships in Diseases of the Chest 


Tue Nationat Tupercutosis Association, through 
its medical section, the American Trudeau Society, 
again is offering a limited number of resident fellow- 
ships in diseases of the chest and tuberculosis, ac- 
cording to an announcement from Mr. Frank W. 
Webster, ATS executive secretary. 

Fellowship applications must be received by 
February 1. Awards are open to citizens of the 
United States for work within this country. Candi- 
dates should hold a doctor of medicine degree and 
preference will be given to those not more than 30 
years of age. 

All awards are determined by individual circum- 
stances and are paid directly to the recipient on a 
monthly basis. Fellowships are granted for one year 
and not more than two renewals will be considered. 

Further particulars may be obtained by writing 
to The Director of Medical Education, American 
Trudeau Society, The Henry Phipps Institute, 
Philadelphia, Pa. 

American Trudeau Society also invites submis- 
sion of scientific papers for the 1955 annual meeting 
on May 23-27 in Milwaukee, Wis. Abstracts of 
papers to be offered for presentation should be sub- 
mitted in duplicate before January 1-to Dr. David 
T. Carr, 200 S. W. First St., Rochester, Minn. 


Medical News in Small Doses: 


Dr. J. S. DeTar, speaker of the Congress of Dele- 
gates, spoke to members of the Polk County (Iowa) 
Medical Society in Des Moines on October 20. His 


topic was “Problems Facing Family Physicians.” In 
September he was also a guest speaker at the Massa- 
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chusetts chapter’s annual meeting in Boston and at 
the National Association of Medical Dental Credit 
Bureaus in Kansas City, Mo. . . . Before Nurse Gene- 
vieve de Galard Terraube, the “angel of Dien Bien 
Phu” left for her native France, she was honored at 
a reception given in Chicago by the American Medi- 
cal Association and the American Hospital Associa- 
tion. Executive Secretary Mac F. Cahal and officials 
of the Academy were among the invited guests. . . . 
Former executive director of the American Hospital 
Association, George Bugbee, was the 1954 recipient 
of the AHA’s highest honor, the Award of Merit. 
Mr. Bugbee is now president of the Health Informa- 
tion Foundation in New York. . . . The 56th annual 
convention of the American Hospital Association 
was held September 13-16 in Chicago. Also conven- 
ing at that time were meetings of the American Asso- 
ciation of Hospital Consultants, American Associa- 
tion of Nurse Anesthetists, American College of Hos- 
pital Administrators and Association of Hospital 
Planning Agencies. . . . In a survey covering nearly 
half of all hospitals in the nation, it is estimated that 
$1,165,385,765 would be needed to replace obsolete 
and inadequate parts of their physical plant, the 
AHA reports. . . . At its recent annual meeting in 
San Francisco, the American College of Chest Physi- 
cians installed Dr. William A. Hudson of Detroit as 
its president. Dr. James H. Stygall of Indianapolis, 
Ind. is president-elect. The 1955 meeting will be held 
June 2-5 in Atlantic City. . .. Dr. W. Kenneth Clark 
has been appointed assistant medical and scientific 
director of the American Cancer Society. . . . The 
22nd annual clinical meeting of the Omaha Mid- 
west Clinical Society was held October 25-28 in 
Omaha, Neb. . . . Dr. Alexander D. Langmuir, who 
heads the 86-man emergency medical force dis- 
patched by President Eisenhower in mid-August to 
assist flood-stricken East Pakistan, took with him a 
half dozen of the Public Health Service’s top experts 
in fighting large-scale epidemics, the U.S. Depart- 
ment of Health, Education, and Welfare reports. . . . 
The 76th annual meeting of the Montana Medical 
Association was held September 16-19 in Butte. . . . 
In view of the success with which Rauwolfia is being 
used, Dr. E. Grey Dimond, chairman of the depart- 
ment of medicine at the University of Kansas Medi- 
cal Center, suggests that all the herbs of the ancients 
should’be retried now in the light of modern phar- 
macology. ... The AMA recently established a new 
Law Department which will envelop its Bureau of 
Legal Medicine and Legislation . . . A course on 
cardiovascular diseases will be held November 
8-13 at Denver (Colorado) Veterans Hospital. 
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New Headquarters Building Now on the Drawing Boards 


AS THE TIME APPROACHES when construction of the 
Headquarters Building will actually begin, we can 
report that the architects and engineers have been 
busy for weeks developing the detail drawings and 
specification sheets which the contractors will use. 
In the process of this work, many refinements have 
been made in the plan and design of the building. 
It would be difficult to enumerate and describe the 
many internal modifications, but it is possible to 
reproduce here the artist’s latest painting of the 
exterior elevation. 

Those who recall the initial sketches of the build- 
ing will note that the porte-cochere through the 
right wing has been eliminated and the driveway 
moved to the left. The interior space gained by this 
change will be devoted to a conference room (orig- 
inally scheduled for the second floor) where meet- 
ings of the Board and the various commissions and 
committees, as well as staff conferences, may be 
held. 

The front of the building will be finished in 
decorative brick and marble, with a large seal of the 
Academy, carved in stone, prominently placed. The 
driveway, leading to a rear parking lot of approxi- 
mately 40 cars capacity, will feature a small circular 
“turn-around” to the left of the building, with 
flower beds and provisions for a future fountain in 
the center. 

The revised plan for the first floor will accommo- 
date, in addition to the conference room already 
mentioned, an attractive lobby, the Academy li- 
brary, membership records and other clerical oper- 
ations. On the second floor, the left wing will house 
the executive secretary and his secretarial staff. The 


right wing, over the conference room, will be occu- 
pied by the editorial and production personnel of 
GP. The balance of that floor (the long part of the 
**T”’) will be executive offices, with secretaries and 
typists down the center of the area. The basement, 
much as originally planned, will contain mail and 
printing operations, committee conference rooms, 
storage space and the utilities. 

It will be a structure in which every member of the 
Academy may feel a justifiable pride—one which 
for many years will stand as a symbol of Academy 
strength and prestige. It will also give the Head- 
quarters organization an opportunity to better 
serve the members and to meet the constantly in- 
creased requirements of the organization. 

The financial status of the Building Fund may be 
described as healthy and substantial, although still 
some distance from meeting the full obligation. 

As of August 31, 1954, the Fund has received 
$151,777.54 in contributions, $55,000 from the 
General Fund and the GP Fund, and $13,191.69 as 
income from other sources—a total of $219,972.23. 
As of the same date, the Fund has expended 
$69,960.50 in real estate payments, mortgage inter- 
est, and real estate taxes, and preliminary surveys 
and fees—leaving a balance of $150,011.73. 

The building will contain 21,000 square feet at an 
estimated construction cost of $18.00 per foot—a 
total of $378,000.00. While, in the light of the past 
three years, contribution experience, there seems 
little likelihood that the remaining $228,000 can be 
collected before the building is completed next 
summer, Dr. Fowler points out that it is not an im- 


possible objective. If every member of the Academy 
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who has not yet made any contribution would do so 
to the amount of $33.00, the building could be com- 
pletely paid for by the time it was ready for occupancy! 
The following is the total cash contributions by state 
chapters, as of August 31: 


Total Contributions Total Contributions 

Stote (8-31-54) State (8-31-54) 
Alabama $ 2,015.00 New Mexico $ 520.00 
Arizona 380.00 New York 7,365.50 
Arkansas 700.00 North 2,735.00 
California 11,520.85 Nerth Dakota 125.00 
Colorado 3,625.00 12,110.00 
Connecticut 1,537.00 Oklahoma 1,650.00 
Delaware 757.00 Oregon 1,235.00 
D.C. 782.08 sylvania 3,778.00 
Florida 1,325.00 Rhode Island 145.00 
Georgia 1,650.00 2,435.60 
Idaho 765.00 South Dakota 462.50 
Ulinols 5,520.00 Tennessee 1,540.00 
Indiana 3,540.00 Texas 14,383.00 
lowa 5,200.00 Utah 1,290.00 
Kansas 1,451.00 Vermont 415.00 
Kentucky 860. Virginia 920.00 
Loulsiana 2,425.00 Wa 1,235.00 
Maine vas 
Maryland scon 475.00 
Massachusetts 6,461.00 611.00 
Michigan 6,075.00 Museum Fund 300.00 
innesota 2,730.00 275.00 
a 1,150.00 Turkey 5.00 
Mis: 10,755.00 40.00 
Montana 25.00 Misc’! 161.61 
Nebraska 1,330.00 Com. 14,075.00 
Nevada 275.00 AAG.P. 35,000.00 
New Hampshire 1,328.00 GP 20,000.00 
Total $206,780.54 


The recent dedication of the Beaumont Memorial on Mackinac 
Island found this trio of Academy leaders taking part in the 
ceremonies. Left to right are Academy President W. B. Hilde- 
brand of Menasha, Wis.; Dr. Arch Walls of Detroit, Mich., a 
former chairman of the Board of Directors and now a member 
of the Finance Committee; and Dr. J. $. DeTar of Milan, Mich., 
speaker of the Congress of Delegates. The memorial is a shrine 
to Dr. William Beaumont on the site where he first made his 
observations and experiments on human digestion which made 
him internationally famous. The Michigan State Medical Society 
and Mackinac Island State Park Commission worked for ten 
years to reconstruct the Earley House as a memorial to Dr. 
Beaumont. 
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mew clinical success’ in 
lupus erythematosus 


Improvement in 13 out of 15 patients 
with chronic discoid lesions—“‘erythema subsided, } 
infiltration and follicular plugging lessened, hypertrophy 
diminished—at an accelerated rate compared to previous 
progress” when Panthoderm Cream was added to oral ' 
massive-dose pantothenic acid and vitamin E therapy 
previously used alone. 


Accelerated improvement in 6 out of 8 patients 


was obtained in disseminated discoid lesions as compared 
with oral therapy alone. 


Panthoderm Cream “evidenced stimulation of 
epithelization (most marked in 
hypostatic dermatitis with ulceration), 
and resolution of maceration, healing of fissures and 
excoriations (in pruritus ani et vulvae and senile vulvitis).” 
...and good to excellent results in 

> atopic dermatitis and neurodermatitis 

> leukoplakia and perieche 

> dermatofibroma lenticulare and 

seborrheic kerotosis 


panthoderm 


Se 


| 
— * promotes epithelization and healing 
external ulcers, diaper rash, and a wide variety 
nples, detailed | 
rato Funk Labs., division * 250 East 43rd St. w YC 


For Your Files: Facts About 
The 
DeVilbiss Vaporizer No. 149 


By all standards of judgment, the finest 
vaporizer you can recommend to your pa- 


tients is the DeVilbiss No. 149. Of particular 
importance is the fact that the DeVilbiss 
No. 149 converts 8 to 10 ozs. of water into 
vapor each hour. 

Has automatic safety shut-off. Operates 
8 to 10 hours without refilling. Vaporizer 
bears the seal of the Underwriters’ Labora- 
tories and the Good Housekeeping Seal of 
Approval. Easy to care for and covered by 
complete service policy. You can recom- 
mend the DeVilbiss Vaporizer No. 149 to 
your patients with complete confidence. 
$15.00. The DeVilbiss Company, Somerset, 
Pa., and Barrie, Ontario. 


DEVILBISS 


SOMERSET, PA. 


ATOMIZERS * VAPORIZERS 
NEBULIZERS 
“The Line the Physician Knows and Prescribes” 


On the Calendar 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practt- 
tioners will have an interest, will appear here monthly. 


Nov. 3-5. National Society for Crippled Children and 
Adults, annual convention, Hotel Statler, Boston, 
Mass. 

Nov. 4. New York Academy of Medicine, A. Walter 
Suiter Lecture on Cancer, New York City. 

Nov. 8-11. Southern Medical Association, annual meet- 
ing, St. Louis, Mo. 

Nov. 8-12. American College of Physicians, postgraduate 
course on gastroenterology, University of Penn- 
sylvania Graduate School of Medicine, Phil- 
adelphia. 

Nov. 10. New Hampshire chapter, annual meeting, 
Hanover. 

Nov. 10. Nassau County (New York) chapter, fifth annual 
scientific meeting, Garden City, L.!. 

Noy. 10-11. Michigan chapter, eighth annual meeting, 
Sheraton-Cadillac Hotel, Detroit. 

Nov. 11. Queens County (New York) chapter et al, sym- 
posium on Chronic Pulmonary Disease, Forest Hills, 
N.Y. 

Nov. 11 and 18. University of Buffalo, course in Elec- 
trocardiographic interpretation, Buffalo, N.Y. 
Nov. 12-13. Seciety of Thoracic Surgeons, annual meet- 

ing, London, England. 

Nov. 17. American Trudeau Society, interim scientific 
session, Hotel New Yorker, New York City. 

Nov. 21. Colorado chapter, third annual scientific meeting, 
Broadmoor Hotel, Colorado Springs. 

Nov. 29—Dec. 1. Wisconsin chapter, sixth annual meet- 
ing, Milwaukee Auditorium, Milwaukee, Wis. 


Nov. 29-Dec. 1. Association of Military Surgeons of the 
Unite? Siaies, Hotel Statler, Washington, D.C. 
Nov. 29-Dec. 1. American Medical Association, clinical 

session, Miami, Florida. 

Dec. 1-2. University of Buffalo School of Medicine, post- 
graduate study in obstetrics and gynecology. 
Buffalo, N.Y. 

Dec. 4. Arizona chapter, annual meeting, Pioneer Hotel, 
Tucson. 

Dec. 6. University of Kansas Medical Center, three-day 
symposium on industrial health and occupational 
medicine, Kansas City, Kansas. 

Dec. 6-11. American College of Physicians, a survey of 
recent developments in the cardiovascular field, 
Michael Reese Hospital, Chicago. 

Dec. 11. Delaware chapter, third annual meeting, Kent 
Manor Inn, Wilmington, Del. 


GP « Volume X, Number 5 


e 
n 
mM 
m 
| 
| 
} 
| 
| 
For 
| 
| 
7 | 
168 
; 


News from the State Chapters 


One of the most elaborate scientific programs ever 
planned by the Texas chapter was presented during 
its Fifth Annual Scientific Meeting on September 
9-11 in Galveston. 

Dr. L. Bonham Jones of San Antonio was installed 
as chapter president succeeding Dr. C. Forrest Jorns 
of Houston. The AAGP’s vice speaker of the Con- 
gress of Delegates, Dr. James D. Murphy of Fort 
Worth was named president-elect (see cut). Other 


officers to be installed were Dr. Sidney G. Ohlhausen - 


of Houston as vice president and Dr. W. W. Harris 
of Austin as secretary-treasurer. Dr. Andrew S. 
Tomb of Victoria was named as delegate to the 
Academy’s Assembly in Los Angeles. 

Dr. E. S. McLarty of Galveston was chairman of 
this scientific meeting which featured 11 of the na- 
tion’s top ranking medical and scientific men. Hon- 
orary membership in the Texas chapter was be- 
stowed upon Dr. F. J. L. Blasingame of Wharton, 
the 89th president of the Texas Medical Associa- 
tion, and Dr. Charles T. Stone of Galveston, pro- 
fessor of medicine and chairman of that department 
since 1926 at the University of Texas Medical 
Branch in Galveston. 

At the annual banquet on September 10, Mr. Mac 
F. Cahal, executive secretary of the American Acad- 
emy of General Practice, was the principal speaker. 
He was introduced by Dr. Tomb, a past president 
of the chapter, who served as toastmaster for the 
banquet. A story on Mr. Cahal’s speech which was 
carried by The Galveston News appears in the gen- 
eral news section of this issue. 
> Doctor attendance at the Utah chapter’s annual 
meeting September 9-10 in Salt Lake City num- 
bered 312, in one of the most successful sessions 
since its organization. Dr. J. Poulson Hunter of Salt 
Lake City was named president-elect. The other 


new officers took office October 1. They are Dr. — 


Russell N. Hirst of Ogden, president, and Dr. 
Aaron B. Ross, also of Ogden, secretary-treasurer. 
Dr. F. Willis Taylor is a new member of the chap- 
ter’s board of directors. Drs. T. E. Robinson and 
W. Ezra Cragun are delegates to the AAGP Assem- 
bly and Drs. Lyman W. Condie and L. D. Nelson 
are alternates. 

At a luncheon on the last day of the meeting, 
Academy President W. B. Hildebrand, who was 
guest speaker, said the pressing need in American 
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medicine today is for more well trained family doc- 
tors. Dr. U. R. Bryner, past Academy president, 
was chairman for this luncheon. 

During the annual banquet Dr. Bryner was hon- 
ored with the presentation of a plaque from the 
Utah chapter given in appreciation of his work 
while he was national president. Dr. Robinson, chair- 
man of the two-day meeting, made the presenta- 
tion. Dr. Cragun was master of ceremonies and 
Edmund K. Harding, Washington, N. C. humorist 
and philosopher, was guest speaker. (See page 136.) 

At the Thursday luncheon, the main speaker was 
Rollen Waterson of San Francisco, head of a firm 
which acts as consultant to medical organizations 
(see cut). He warned physicians that unless more 
doctors are willing to give their patients a more 


Rollen Waterson 


James D. Murphy, M.D. 
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imple, effective 


conception control 
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friendly type of service, the people will go to 
“closed panel medicine” where the service is im- 
personal but cheaper. 

Mr. Waterson said the chief complaint against 
doctors, as disclosed by a California survey, is that 
many of them refuse to make night calls, while 
others “won’t explain things,” or else talk to their 
patients in terms of medical gobbledegook which 
they can’t understand. 
> The fifth annual scientific meeting of the Nassau 
County (New York) chapter will be held at the Gar- 
den City Hotel, Garden City, Long Island, on No- 
vember 10. The principal speakers will be Dr. Clar- 
ence E. De La Chapelle and Dr. Richard L. Day 
of New York University College of Medicine, Dr. 
Henry T. Ricketts of the University of Chicago, Dr. 
Lawson Wilkins of Johns Hopkins University, Dr. 
A. Wilmot Jacobsen of the University of Buffalo, 
Dr. Charles E. Koop of the University of Pennsyl- 
vania, and Dr. Gustav Bychowski of Bellevue Medi- 
cal Center, New York City. 
> Three hundred fifty doctors from three states and 
British Columbia attended the recent symposium 
on clinical medicine in Seattle, Washington which 


was sponsored by the King County (Washington) 
chapter. Eight outstanding visiting physicians, 
headed by Dr. Roscoe L. Pullen, dean of the Uni- 
versity of Missouri School of Medicine, spoke at 
this meeting. Dr. Pullen, who is an honorary mem- 
ber of the Missouri chapter, spoke on ‘General 
Practice and Medical Education.” He was intro- 
duced by Dr. Loren G. Shroat, King County chap- 
ter president. 

> The annual meeting of the Alaska chapter which 
was scheduled for mid-August was cancelled be- 
cause of a territory-wide polio epidemic, according 
to a report from the chapter secretary, Dr. J. W. 
Gibson of Juneau. 

> The Fall Clinical Meeting of the Massachusetts 
chapter was held September 22 in Boston. Dr. J. S. 
DeTar, speaker of the Academy’s Congress of Dele- 
gates, was the evening speaker. Dr. Morton J. Op- 
penheimer and Dr. Howard D. Trimpi of Temple 
University presented scientific papers on the colon 
during the afternoon session. Luncheon speaker, 
Laurence S. Locke of Lynn, Mass., assistant editor- 
in-chief of NACCA Law Journal, spoke on ‘Doc- 
tors, Dollars, and Workmen’s Compensation.” 


THE CALENDAR HOLDS THE KEY. . . 


Women’s Tension Symptoms 
Are Different! 


In tension-anxiety states consider premenstrual tension 
. . . when headaches, nausea, irritability, insomnia and 
edema appear regularly before menstruation. These 
symptoms are due to excess fluid balance. M-Minus 5 
prevents premenstrual tension by reducing excess fluid 
accumulation . . . effectively controlled in 82% of cases 

By preventing uterine engorgement, M-Minus 5 re- 
duces the stimulus to uterine spasm and controls dys- 
menorrhea. M-Minus 5 is not a hormone, narcotic or 
= and does not interfere with the normal menstrual 
cycle. 


1. Vainder, M.: Indus. M. & S., 22:183, 1953 


Dose: One tablet q.i.d. starting a pa 
5 days before expected onset of 
menses. 


Prementrual Diuretic and Analgesic for 
Prementrual Tension and Dysmenorrhea 


WHITTIER LABORATORIES, 919 N. Michigan Ave., Chicago 11, Ill. 
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Gratifying relief from painful urinary symptoms 


PYRIDIUN® 


(PHENYLAZO-DIAMINO-PYRIDINE HCL) 


In a matter of minutes after ingestion, the sooth- 
ing, colorful action of Pyripium allays physically 
and psychologically the acute dysuria, urgency 
and frequency that accompany pyelonephritis, 
cystitis, prostatitis and urethritis.! 

PyRIDIUM is non-toxic and compatible with 
sulfonamides and antibiotics. Thus, its concomi- 
tant use with antibacterials poses no additional 
problem in medical management. 


1. Fetter, T.R., Delaware State Med. J. 25:309, 
Nov. 1953. 


SUPPLIED: 0.1 Gm. (14 gr.) tablets, in vials of 
12 and bottles of 50. 


Pyripium is the registered trade-mark of Nepera 
Chemical Co., Inc. for its brand of phenylazo-diamino- 
pyridine HCl. Sharp & Dohme, Division of Merck 
& Co., Inc., sole distributor in the United States. 


SHARP & DOHME 


Philadelphia 1, Pa. 
Division of MERCK & CO., INC. 
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» The Louisiana chapter is to be congratulated on 
its publication, Loutstana’s Family Doctor, which is 
published quarterly from New Orleans under the 
editorship of Dr. Joel B. Gray. The third issue is 
now off the press. Members of the publication com- 
mittee are Drs. Vincent P. Blandino, Esmond A. 
Fatter and Edwin R. Guidry. 

The chapter’s new president, Dr., Janie Topp of 
Lake Charles, who was installed during Louisiana’s 
annual meeting in October, has set meetings for the 
board of directors on November 14 in Alexandria, 
February 13, 1955 in Alexandria and August 14, 
1955 in Shreveport. 

Academy Vice President John R. Bender of 
Winston-Salem, N. C. was speaker at the installa- 
tion banquet held during the Louisiana chapter’s 
eighth annual scientific meeting in Lake Charles. 
The scientific program was presented by 14 out- 
standing speakers. 
> The lowa chapter announces that it will have a 
special meeting on January 20 in Des Moines. The 
program will be presented by the staff of lowa Meth- 
odist Hospital. The guest speaker will be Dr. M. 
Edward Davis of Chicago. 


A symposium on heart disease is also scheduled 
by the Iowa chapter for May 19, 1955. Dr. Harold 
C. Wiggers of Albany Medical College and Dr. J. S. 
Butterworth of New York City will be guest lecturers. 
> An all-day regional meeting of the West Virginia 
chapter was held October 10 in Parkersburg. The 
program was on office procedures by the general 
practitioner. An earlier regional meeting was held 
September 19 in Clarksburg. 
>» The Education Committee of the St. Louis (Mis- 
souri) chapter reports that all plans have been 
made for the 1954-55 postgraduate courses for its 
members at Washington University. 
> A nationally-known writer on health topics, Paul 
de Kruif, Ph.D. of Holland, Mich., was guest speak- 
er ata recent meeting of the Michigan chapter. His 
topic was “Importance of the General Practitioner.” 
> At the Wisconsin State Medical Society meeting 
held in Milwaukee during October, the Wisconsin 
chapter again presented a scientific exhibit. This 
year’s booth was prepared by Wisconsin President- 
elect C. F. McDonald of Milwaukee and featured the 
placental blood serum developed by Dr. McDonald 
and reported in the November, 1952 issue of GP. 


rm. ® 
Serpasil-Apresoline 


hydrochloride 
(RESERPINE AND HYDRALAZINE HYDROCHLORIDE CIBA) 


GP e November, 1954 


173 


Five more speakers, including national president, 
Dr. W. B. Hildebrand, have been added to the Wis- 
consin chapter’s scientific program which will be 
held at Milwaukee Auditorium November 29—De- 
cember 1. Scientific program chairman, Dr. Edward 
T. Hougen of Sheboygan, reports that the following 
speakers have accepted invitations to speak in 
addition to those already announced: Dr. Hilde- 
brand, Dr. Irving Innerfield of Mt. Sinai Hospital, 
New York City; Dr. Francis D. Murphy of Mil- 
waukee; Dr. Thomas V. Geppert of Madison; and 
Dr. Manual E. Lichtenstein of Chicago. Previously 
announced speakers were from Wisconsin, Chicago, 
the Mayo Clinic and Harvard University. 

A record-breaking attendance of nearly 200 family 
doctors registered at the recent scientific symposium 
at Wausau, Wisconsin. 

The WAGP board of directors has expressed its 
horror at the increasing toll taken by highway acci- 
dents in Wisconsin and has offered its aid in helping 
reduce the number of accidents. At a recent meeting 
the board voted to contact the governor and to offer 
the complete support of the chapter’s 600 family 
doctors to increase highway safety. 
>» Members of the Pennsylvania chapter’s board 
of directors voted at a recent meeting to present a 
constitutional amendment at the next PAGP con- 
gress of delegates meeting creating a Commission on 
Legislation and Public Policy to replace its present 
Commission on Public Relations. 

Pennsylvania President John B. Jacobs of Lansdale 
also announced his commission and committee ap- 
pointments for 1954-55. It was also decided at this 
meeting that Bedford will be the site of the Pennsyl- 
vania chapter’s annual meeting in 1956. 

A new sectional chapter is being formed in Penn- 
sylvania to be known as the Berks-Lancaster counties 
chapter. Formerly, members in Lancaster county 
had been members of the Southcentral group. 
>» When the Humboldt-Del Norte (California) 
regional chapter was officially chartered recently, 
Dr. Carroll B. Andrews of Sonoma, Calif., a director 
of the California chapter’s board of directors, made 
the presentation. 

Among the nationally known speakers who ap- 
peared on the program of the California chapter’s 
annual scientific meeting October 24-27 in Los 
Angeles were Drs. Arild E. Hansen, University of 
Texas; Walter C. Alvarez, Chicago; Lewis P. Gam- 
bee, Portland, Ore.; Robert B. Greenblatt, Augusta, 
Ga.; Hans H. Hecht, Salt Lake City; W. Paul Hol- 
brook, Tucson; William M. Kirby, Seattle; Carlo 
Scuderi and Danely P. Slaughter, Chicago. 


minimal incidence of with 

_ drawal bleeding so commonly 

_ observed following estrogen 
‘therapy of the menopause. I 
both sexes, TACE is generally 
well tolerated, thus minimizi 

_ such side effects ae nausea, 


Fes 2 TACE 
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TACE... released like a 
hormonal secretion for your 


menopause patient 


TACE, by virtue of its storage 


in body fat,’ simulates the hormonal secretion 
of an endocrine gland by its gradual, even release 
from this depot. TACE gives smooth, long- 


lasting control of symptoms... - Minimal 


withdrawal bleeding’... and 


restoration of the 


"sense of belonging". 


A smoother adjustment to the menopause with 
a short, simple course of oral treatment. 


ANOTHER EXCLUSIVE DEVELOPMENT OF MERRELL RESEARCH 


¥ 
TacE(R) Merrell 
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FOR INDIVIDUALIZED 
CONTROL OF 
TENSION PEAKS 


New 


Nidar is the new formulation spe- 
cifically designed to control the 
tensions of everyday life. Nidar 
offers sedation when needed 
without drowsiness. 


Each light green, scored NIDAR 
tablet contains: 


Secobarbital Sodium. .... % gr. 
Pentobarbital Sodium. ... % gr. 
Butabarbital Sodium 
Phenobarbital 

Bottles of 100 and 1000. 


Usual tension-controlling dos- 
age: 1 tablet 4 hr. before period 
of morning or afternoon tension. 
(For hypnotic effect without bar- 
biturate hangover: 1 or 2 tablets 
Y% hr. before retiring.) 


THE ARMOUR LABORATORIES 
DIVISHON OF ARMOUR AND COMPANY 


The Alameda-Contra Costa (California) chapter 
had four of its own members as speakers at its fall 
meeting. Practical aspects of surgery and medicine 
were discussed. 
>» The fifth annual scientific program of the Ne- 
braska chapter was held September 16 in Grand 
Island. Guest speakers were Dr. Milton J. Serwer, 
University of Oklahoma; Dr. Walter Reich, Chi- 
cago; Dr. Henry Kammandel, Dr. John Gardiner 
and Dr. Stanley Potter, Omaha; and Dr. Louis 
Gogela, Lincoln. 
> The Maryland chapter has accepted an invitation 
to sponsor a one-day program of subject material of 
practical value to general practitioners at the annual 
meeting of the Medical and Chirurgical Faculty of 
Maryland in April, 1955. 

Atthechapter’s sixth scientific meeting October 21 
in Baltimore, guest speakers were Dr. Roy O. Scholz, 
Johns Hopkins University; Dr. Maurice S. Segal, 
Tufts Medical College, Boston; Dr. Lewis J. Do- 
shay, Neurological Institute, New York; Dr. Donald 
M. Pillsbury, University of Pennsylvania; Dr. John 
Edmund Bradley, University of Maryland; and Dr. 
George Crile, Ji., Cleveland. 
> Banquet speaker during the South Carolina chap- 
ter’s sixth annual scientific meeting September 28- 
29 in Columbia was Academy President W. B. Hil- 
debrand. Dr. John R. Bender, Winston-Salem, N. C., 
Academy vice president, was guest speaker at one 
of the luncheons. Dr. Kirby D. Shealy, chairman of 
the program committee, reports that 13 well-known 
physicians appeared on the scientific program. 
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‘For many years the natives of 
® the Dutch Indies have used the 
squeezed juice of the Curcuma in 


the treatment of diseases of the 


liver’ 


Gallogen 


Gallogen (gal-o-jen) is the Massengill name for 
the synthesized active principle of the ancient drug 
Curcuma. The isolation and synthesis of the active 
principle permits the administration of a pure, 
standardized form of the drug. Gallogen is a true 
choleretic, not a bile salt. 


Gallogen acts directly on the hepatic cells. It 
stimulates the flow of bile which is whole in volume 
and composition. The choleresis is in proportion 
to the functional capacity of the liver and is prompt 
and lasting. 


Gallogen is indicated whenever it is desirable 
to increase the flow of bile, encourage activity 
of the gallbladder and promote normal function 
of the biliary system. 


send for 
professional 
literature 
and 
sample 


Supply: in bottles of 100 and 1000 tablets containing 
75 mg. of the diethanolamine salt of the mono-d-cam- 
phoric acid ester of p-tolyimethyl carbinol. 


THE S. E MASSENGILL COMPANY, Bristol, Tennessee 
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in everyday practice 


PENICILLIN 
still the antibiotic of first 
choice for common infections. . . 


REINFORCED BY 


TRIPLE SULFONAMIDES 
to increase antibacterial 
range and reduce resistance... 


Three strengths: 
125M, 250M, 500M 


Each tablet contains: 

Penicillin G Potassium, Crystalline 
125,000 (or 250,000 or 500,000) 
units 

Sulfadiazine... 0.167 Gm. 

Sulfamerazine . . . . 0.167 Gm. 

Sulfamethazine. . . . 0.167 Gm. 


Supplied: 

Scored tablets in bottles of 50. 
Biosulfa 125M also available 
in bottles of 500. 


TRADEMARK, REG. U. S. PAT. OFF, 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


WHAT OTHERS ARE SAYING 


Physician, Heal Thyself 


Ler us not allow self-interested, self-appointed 
groups unjustifiably to air our rare and minor de- 
fects in the public press. Let us seek remedies for 
our supposed ills through our own County and 
State Medical Societies, the American Medical 
Association, and the American Academy of Gen- 
eral Practice, in accordance with rational medical 
ethics. 

In 1903, the American Medical Association de- 
clared that the split of a fee without knowledge of 
the patient was an unethical practice. The Amer- 
ican Academy of General Practice in Cleveland, 
in March, 1954, re-affirmed its unequivocal oppo- 
sition to fee-splitting, ghost surgery, and other 
unethical medical practices, as it had done in 
previous meetings. It decried public statements 
and other publicity detrimental to medicine, re- 
cently aired by some apparently self-appointed 
spokesmen for the profession. 

Certain basic intraprofessional rules should be 
generally accepted by physicians. No special 
selfish group should have a surgical or hospital 
monopoly. Every doctor in good standing should 
be able to hospitalize his patients. No group 
should inspire self-laudatory public statements for 
themselves or statements which imply incompe- 
tence of other groups. It must be recognized that 
general practitioner surgeons do most of the ordi- 
nary surgery in this country with excellent re- 
sults, as shown by morbidity and mortality studies 
and patient satisfaction. Self-study, assisting 
competent surgeons, doing surgery under super- 
vision, and observing surgery have produced sur- 
geons equal in ability to those with more formal 
training, and should be recognized as methods of 
training. 

The general practitioner who acts as family 
physician, as a rule, does only what he is qualified 
to do. He is the backbone of the practice of medi- 
cine. He can care adequately for most of his 
patients’ illnesses, and he is more interested than 
anyone else in securing specialist assistance, when 
necessary, to promote his patients’ welfare. Every 
patient should be under the direct and immediate 
supervision oi his personal physician, with that 

physician making referrals when necessary. 

The American Academy of General Practice 
requires that each member complete 150 hours of 
postgraduate training each three years, in order 
to retain his membership in the organization. All 
physicians should be required to keep up with the 
new developments in medicine. Physicians should 


follow the teachings of Christianity and Hippoc- 
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rates, and be willing to teach other physicians 
their knowledge and techniques. 

The referring general practitioner and the con- 
sultant or surgeon should each be adequately re- 
munerated in proportion to the services rendered. 
The family general practitioner should have a 
place in the operating room as surgeon, assistant 
or observer, according to his abilities and desires, 
and the patient should be aware of the duties of 
each doctor in his complete care. This will induce 
harmony and satisfaction for the patient and his 
doctors, prevent the existing evils, improve the 
intraprofessional relations of physicians, and in- 
crease patient satisfaction. 

The American Academy of General Practice, at 
the inspiration of Dr. Merrill Shaw, a member of 
its Board of Directors, who recently died of can- 
cer, is fostering a new project, ““A Family Doctor 
for Every Doctor’s Family,” which proposes that 
every doctor secure a family physician for himself 

and his immediate family in the hope that physi- 
cians’ early mortality can be decreased and their 
families’ health protected. 

A “Family Doctor for Every Doctor’s Family” 
would reduce the cost of medical care and greatly 
promote better intraprofessional and public rela- 
tionships and understanding of physicians. 

There should be more equitable representation 
of all branches of medicine on the Joint Commis- 
sion on Accreditation of Hospitals, with its con- 
trol vested in the House of Delegates of the 
American Medical Association. A democratically 
selected, joint commission could clear up the rare 
abuses. 

The hospital staffs have an important responsi- 
bility in encouraging physicians to promote vol- 
untary high standards of medical care. 

Postgraduate medical education should be 
available to any physician so that he may improve 
his ability in any line of work at any time he 
wishes. No group should deny this opportunity 
to the general practitioner. Most general practi- 
tioners have a major interest in some branch of 
medicine and a minor interest in others. In jus- 
tice to themselves and their patients, there should 
be unlimited opportunities for them to improve 
their abilities. 

Grievance Committees in county and state med- 
ical societies should be publicized and become 
more active in improving intraprofessional and 
public relations. 

We physicians, through democratic processes, 
must work out improved methods of conducting 
our professional affairs and improving our per- 
sonal health and the health of the public for the 
benefit of all. 
~—J. A. Coscrirr, M.D., President, Minnesota 

Academy of General Practice 
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WHAT OTHERS ARE SAYING.. 


Vanishing American 


Durinc the past few years there have been indica- 
tions that the trend to specialization in medicine 
has ceased somewhat and that general practice is 
coming into its own again. Certainly, on both 
national and local levels steps have been taken to 
enhance the status of general practice and to at- 
tract to its fold medical students who, for one 
reason or another, have previously found special- 
ization more attractive. 

To determine the effectiveness of these efforts 
to further general practice and to de-emphasize 
specialization the Massachusetts Academy of Gen- 
eral Practice recently conducted two surveys in 
Massachusetts. The results, which may or may 
not be typical of national trends, suggest that the 
general practitioner is perhaps becoming, as one 
of the compilers of the results of the survey stated, 
“another vanishing American.” 

The first survey, which went to 1300 general 
practitioners in the State who are members of the 
Massachusetts Medical Society, was principally 
designed to determine the type and extent of hos- 
pital privileges available to general practitioners. 
Of the 796 replies, a good response, 744 were 
suitable for analysis. The returned questionnaires 
showed that 111 physicians have inadequate hos- 
pital facilities, 29 have no hospital facilities what- 
soever, and 604 (81.1 per cent) have adequate 
facilities. Of the 473 physicians who stated that 
they have been in practice for twenty years or less, 
only 46 have been in practice for five years or less. 
The same survey revealed that departments of 
general practice in hospitals with adequate facili- 
ties are presently available to 159 physicians. (A 
survey conducted last year by the Academy re- 
vealed that 20 hospitals in Massachusetts have 
departments of general practice.) 

With the co-operation of the deans and hospital 
directors questionnaires comprising the second 
survey were distributed to the three medical 
schools in Boston and to all hospitals in the State 
with internships. A total of 830 questionnaires 
were returned by the medical students, and there 
were 158 replies from interns and residents. Of all 
the first-year medical students questioned, 44 per 
cent indicated the intention of going into general 
practice, 48 per cent were undecided, and only 8 
per cent had decided to become specialists. Re- 
plies from fourth-year students presented quite 
another picture: 25 per cent intended to go into 
general practice ; 16 per cent were undecided ; and 
59 per cent planned to specialize. Eighty-one per 
cent of the interns and residents who replied 
planned to go into a specialty. 
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Although these results cannot be interpreted as 
a positive trend, one may surmise that something 
happens during a medical student’s four years 
that causes him to change from general practice 
as a choice of career to one of the many specialties. 

Commenting on the results of the surveys, Dr. 
Philip F. Fortin of New Bedford, president of the 
Massachusetts Academy of General Practice, 
made the following remarks: 

. if the medical profession is to meet ad- 
equately the health needs of each community, 
it must take positive steps within the medical 
schools and hospitals to provide these com- 
munities with more and better general prac- 
titioners. 

We can conclude from the survey that unless 
constructive conservation measures are taken 
immediately, the general practitioner—the 
family doctor so essential to the treatment of 
the whole patient—may become obsolete. 

To conserve the general practice of medicine 
and its practitioner, the Massachusetts Academy 
of General Practice has adopted the following 
three-point program: placing more emphasis in 
medical schools on general practice as a career; 
making available more and better rotating intern- 
ships and more general practice residencies for 
physicians interested in general practice; making 
available adequate provisions for general practi- 
tioners on hospital staffs and establishing of de- 
partments of general practice in hospitals where 
indicated. 

The fundamental role of the family medical ad- 
viser in providing the basic medical needs of a 
family and community has long been recognized 
and emphasized. 

If, however, the general practitioner is in dan- 
ger of becoming obsolete—in other words, if his 
role is diminishing to that of a supernumerary or 
“‘walk-on”—perhaps the time has come for more 
than lip service. 

The Academy’s three-point program may offer 
the support necessary to conserve and maintain 
what Dr. Edward J. McCormick, past-president of 
the American Medical Association, called “the 
backbone of American Medicine’”—the general 
practitioner.—Editorial in The New England 
Journal of Medicine, 251: 283, 1954. 


WHAT OTHERS ARE SAYING... 


A Reaction to Criticism 


Durine the last year, several articles appeared in 
the lay press concerning unethical surgical pro- 
cedures, such as fee-splitting and ghost surgery. 
The impetus for these articles has become credit- 


GP Nevember, 1954 


valuable 
adjunct 
in 

physical 


You ease your schedule by prescribing 
home ultraviolet therapy, a recognized ancil- 
lary treatment in physical rehabilitation. For 
proper exposure to ultraviolet has proved 
particularly effective in increasing blood 
hemoglobin levels, and for improving utiliza- 
tion of calcium, iron, nitrogen, and phos- 
phorus in the blood. Improves appetite and 
sleep in selected forms of debility and second- 
ary anemia, and speeds convalescence after 
operations and after infectious diseases. 

Developed especially to deliver most effec- 
tive wavelengths in the stimulating portions 
of the ultraviolet spectrum, the Hanovia Pre- 
scription Model Ultraviolet Quartz Lamp, 
prescribed by you, may be purchased from 
local surgical supply dealers on convenient 
payment terms. 


Information literature on request. 


DEPT. GP-11, Newark 5, N. J. 


rehabilitation 


| Prescribe home 
| ultraviolet treatmen’s 
| | 
| 
| 
| | 
| 
SCRIPTION 
| ULTRAVIOLET QUARTZ LAMP 3 
| 
| 
| 
| 
| 


ed, rightly or wrongly, to the American College of 
Surgeons and its director, Dr. Paul Hawley. At 
the annual meeting in Chicago in October, 1953, 
college officials called in reporters and, to quote 
the New York Times, ‘‘Served notice on the rest of 
the medical profession that it was ready to meet all 
comers in its year-old campaign to eradicate sur- 
gical practices which the college considered un- 
ethical.” 

The reaction of most physicians to this an- 
nouncement has been complete agreement with 
the objectives and complete disagreement with 
the methods. 

Following publication of an article in Collier’s 
AMA Secretary George Lull sent the editor a tele- 
gram of sharp protest, as did the American 
Academy of General Practice; in contrast, the 
Director of the American College of Surgeons sent 
a message of commendation. 

This sensational, dogmatically critical, quixotic 
approach to a problem of such seriousness is un- 
fortunate. It is unworthy of the American College 
of Surgeons, an organization which has done more 
than any other to improve hospital care and raise 
surgical standards, yet which is now becoming an 


anathema to organized medicine. In doing so, the 
American College of Surgeons dissipated its great 
potential for accomplishing a fine and worthy 
task, one which in some sectors is urgently in 
need of doing. 

This problem is rightly one for the Joint Com- 
mission on Accreditation and the American Med- 
ical Association; their efforts to be implemented 
by the American College of Surgeons, the Amer- 
ican College of Physicians, the American Acad- 
emy of General Practice, and others. These, with 
effective and sound methods to achieve a fully and 
correctly informed public, can accomplish the de- 
sired result. It is similar to the situation regarding 
Christian ethics—they will work miracles if we 
would but try them! 

We all live together in this House of Medicine. 
Where this House is dirty, let’s flush it out! If 
parts of it are rotten, then tear them down and 
build anew! But sensational, iconoclastic and mis- 
interpreted articles in the lay press hurt us all. 
We can only hope that important and influential 
men within the home will see this in time, and do 
enough.—Cuas. C. Cooper, M.D. in Minnesota 
Medicine, August, 1954. 


HEXATHRICIN 


-Aeropak, (AUTOMATIC SPRAY) 
. Controls Infection . . . Assists 


Relieves Pain 


and Routine Burn Therapy 


HEXATHRICIN 
Aeropak 
Burns and Abrodeld 


dients: 


Epithelial Regeneration and igen of 


Healthy Granulation Tissue . . 


Grafting . . ; Shortens Healing Time 
Economical for Physician and Patient. | 


Write for Professional Literature. 


P. O. BOX 1139 


Promotes 
Press 

of 

therewith. 


GP « Volume X, Number 5 


| 
— 
| 
2 
LABORATORIES, 


WHAT OTHERS ARE SAYING... 


A Triple Challenge 


**THE APPEAL (of Dr. Merrill Shaw’s idea of a 
family doctor for every doctor’s family) carries 
with it a triple challenge. We are challenged, 
first, to guard our health and that of our wives 
and children. We lead strenuous and exacting 
lives. 

*‘We are impressed by the importance of our 
daily tasks. We do not permit minor ailments to 
keep us from our work. 

“We treat the sick on days when we are sicker 
than our patients. We work with fever, one arm in 
a cast, or relying on digitalis or nitroglycerin for 
our heart. We do not have time to have our hernia 
repaired, and when we do have an operation, we 
are back at work in ten days or less. 

“If we are so important—if our work is so im- 
portant, common sense dictates that it is also im- 
portant that we place ourselves under the super- 
vision of a competent physician for advice, guid- 
ance, evaluation and treatment. 


**The medical care of the doctor’s family needs 
consideration. Even though we do treat them on 
the run with whatever free samples of drugs are 
available in our office, sometimes we slip up. They, 
too, must have systematic and careful diagnostic 
studies and treatment. 

**The second challenge is to set an example to 
our patients, to demonstrate by our own practice 
that we believe what we profess. If we do not 
practice what we preach, we preach what we 
practice. We say that the best medical care comes 
from every family having a family doctor, or at 
least every person having a personal physician. If 
specialists are needed for a particular situation, 
the personal physician should aid in selecting the 
specialist; and he can decide better than the 
patient when specialized medicine or surgery is 
indicated. 

**Do we consult our personal or family physician 
for advice on specialist care, or do we make our 
own selections? 

“In order to understand the problem better, 
let us define a personal physician. This definition 
has four points and they are questions to be 
answered: 
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1. Do you know, without a moment’s hesitation, 
whom you would consult in case of illness in 
yourself or your family? 

2. Would you consult this doctor whether the 
trouble were abdominal pain, an earache, or 
injured ankle? 

3. Does this doctor know in advance that you 
are depending on him and would call him? 

4. Do you know, without any doubt, that he 
will respond to your call to the best of his 
ability? 

“If you can answer all four questions ‘Yes’, 

then you have a personal or family physician. 

“Obviously, there are certain distinct dif- 
ferences in the practice of this relationship, as 
concerns the doctor’s family doctor. Points one, 
three and four remain fixed and unchanged in 
both principle and practice. Point two holds in 
principle, ‘but in practice variations take place 
as a matter of convenience to both patient and 
physician. We will continue to treat minor ail- 
ments in our families. We will get an x-ray of the 
injured ankle before consulting our physician, in 
order to save time. We will play a far greater part 
in the selection of specialists than the average 
patient should, because of our more intimate 
knowledge of the limitations and capabilities of 
our medical associates. In a community where 
many specialists are available, the problem of 
selection becomes greater. 

‘Do you know offhand, without stopping to de- 
cide, what eye, ear, nose and throat physician you 
would consult for yourself? Or orthopedic sur- 
geon ? Or pediatrician for your child? Or obstetri- 
cian for your wife? 

“IT have a family physician. He has been my 
physician for many years. My senior in medical 
practice, he gave me advice during my college 
and medical school years. When I had an obscure 
fever, he ran me through the diagnostic tests. He 
treated me for hookworm infestation. He decided 
that my tonsils should be removed, and referred 
me to an EENT man for tonsilectomy. He re- 
moved my appendix. He examines me for life 
insurance. Recently I needed treatment for my 
eyes. I have referred many patients to several eye 
doctors, but confronted with the decision for 
myself I was stopped by indecision. So I con- 
sulted my family doctor, and he referred me to a 
good friend of mine for treatment for my eyes. A 
lot of foolishness? I don’t think so. My confidence 
in my family doctor saves me a tremendous 
amount of worry and anxiety. Is not this the prin- 
ciple that we constantly try to instill in our pa- 
tients? A personal physician may be a general 
practitioner, a general surgeon, or intern, or for a 
child, a pediatrician. 

“*The personal physician does not need to treat 


everything, but he serves as advisor on all matters 
pertaining to health. 

"The third challenge is for us to be worthy to 
be chosen as the doctor’s family doctor. I can 
conceive of no greater tribute that can come to a 
doctor than to be chosen as the doctor’s family 
doctor. On what basis is a choice such as this 
made? 

**Much literature in recent years has pointed out 
how to choose a doctor. If we are chosen by other 
doctors and their families, it will not be on a 
basis of social friendships. It will not be on a 
basis of the certificates that hang on the wall. It 
will not be on account of our activity in the 
medical society—they may vote for us as presi- 
dent, but will not consult us professionally. We 
will get no doctor patients because of our civic 
activities, our church affiliation, or the country 
club to which we belong. 

“Doctors will come to us as patients only if 
they have great confidence in our sincerity, 
integrity and competence. We all know doctors 
in whom one or more of these attributes is lack- 
ing. 

**A doctor who fails to live up to the spirit of 
medical ethics will not be trusted by his fellows. 

**A doctor who puts financial gain above service 
cannot be trusted. A reputation for ability, knowl- 
edge and competence is essential. This reputation 
must be earned by study, careful application of 
principles, and active participation in scientific 
discussions. 

“For most physicians years of consistent prac- 
tice are necessary to establish the highest profes- 
sional reputation. A poor reputation can be estab- 
lished quickly. 

**My family physician is a general surgeon. He 
is not a member of the American Academy of 
General Practice. He is a member of the Ameri- 
can College of Surgeons, and many other surgical 
societies. Let us take stock of ourselves in general 
practice. In case of illness in ourselves or our 
families, do we consult a doctor in general 
practice or in a specialty? Who delivers our 
babies, a general practitioner or an obstetrician ? 
Who interprets our x-rays, our electrocardio- 
graph? Who takes out our tonsils, our appendix? 
Do we admit by our actions that specialists are 
more competent than physicians in general prac- 
tice? 

‘Are we setting examples to be followed by other 
citizens in our communities? Do we honestly be- 
lieve that. the family doctor should be first con- 
sulted in illness, and that this system provides the 
best type of medical care? 

“The answer lies in two steps that must be 
taken. Honest and sincere physicians in general 
practice must continually increase in competence 
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and ability. Postgraduate study must have a far 
greater aim than the fulfillment of a requirement 
for membership in the Academy. The general 
practitioner can be recognized as competent only 
if he is competent. The second step is active 
participation on the part of the general prac- 
titioner in scientific meetings at the hospitals and 
in the medical society, the publishing of case 
reports and scientific papers. An active local 
chapter of the Academy can aid greatly in help- 
ing members to evaluate each other as to com- 
petence and qualifications to serve as a doctor’s 
family doctor. 

**The better we know one another, the better we 
can make this important decision. 

**All doctors and their families need a family 
doctor. The greatest tribute that can come to a 
physician is to be asked to serve in this capacity 
for another physician. The greatest tribute that 
could come to the American Academy of General 
Practice would be for its members to be asked to 
serve as family doctors to other members of our 
great profession. 

“This is a worthy aim, the attainment of which 
will require the highest ethics, supreme devotion 
to our purposes—and continuous study.”—. 
BERT S. Dix, M.D., in the Alabama General Prac- 
titioner, July-August, 1954. 
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WHAT OTHERS ARE SAYING... 


Teamwork on 
National and State Levels 


THROUGHOUT THE CENTURIES it has been mankind’s 
experience that to obtain effective group action there 
must be a well-knit organization. Perhaps the most 
outstanding and universally known example of such a 
group is an army. You are all familiar with the various 
grades of authority here in the United States from the 
Secretary of Defense down through the five star gen- 
erals, the commissioned officers, the non-coms to the 
buck privates. There are twenty or more classifications 
in all, each with progressively smaller groups for which 
they are responsible. This, as any military tactician 
will acknowledge, did not come about by happen- 
stance. It was born of necessity. For an army to take 
the field each unit in the chain must have its function 
and individually be responsible for reaching its objec- 
tive. To accomplish this each unit acts autonomously. 
Each unit independently adapts itself to its unique 
situation, making decisions necessary to successfully 
complete its mission. A battalion commanded by a 
Major roaming loose around the countryside is not 
likely to attain a decisive victory. By the same token, a 
relative handful of generals in the Pentagon without 
any battalions are doomed to failure. 

For successful action there must be first, a central 
headquarters policy making group who will estimate 
the entire situation and who will coordinate all branches 


and services. Secondly, there must be well-trained and 
capable units in the field who translate policy into ac- 
tion, all the while reporting back intelligence so that 
headquarters tacticians can make plan adjustments. 

The American Academy of General Practice has a 
purpose and objectives to be reached. To attain these 
objectives requires a well-knit organization. There 
must be capable action at all levels. A well conceived 
policy at the national level will come to naught if a 
competent state organization is not there to translate 
it into action. It is just as impossible for a national 
organization to talk to an individual member as it is 
for a five-star general to direct personally each buck 
private. Just as infeasible would be 48 state organiza- 
tions following their own dictates without any national 
coordination. 

Building fund solicitation, hospital programs, edu- 
cational programs, to mention a few, are almost of 
necessity handled at the state, or even smaller group 
level. It would not be practical for the nine members 
of the Commission on Hospitals to visit each and every 
one of the several thousand hospitals in the United 
States. Of necessity, authority must be delegated to 
individual state hospital committees whose members, 
in any case, would be more familiar with their local 
situations. Effective action on a national level requires 
a well-knit organization with strong, competent units 
at all levels. Let every member of every committee, or 
commission, of the Illinois Academy of General Prac- 
tice realize his great importance in the overall scheme, 
and do his part in translating national policy into 
effective local action.—Editorial, Illinois AGP, The 
Family Physician, June, 1954 


WHAT OTHERS ARE 


Symptomatic Therapy 


WHEN A Goop pocror has directed his patient for the 
specific performance ofa surgical chore, he relinquishes 
his priority in the matter of care until the intruding 
problem has been resolved. In the main, it is the sur- 
geon who accepts responsibility for this portion of the 
medical care, and he returns the patient to the family 
physician when he has accomplished his part of the 
problem. The good doctor, from his interest in his 
patient, usually follows the detail of the surgical pro- 
cedure itself for in this way he observes and compares 
what his diagnostic training led him to suspect with 
what the actual viewing of the tissues reveals. This 
procedure is traditional and proper and in the best 
interest of all concerned. It is common practice for 
patients to want the physician they know best to be 


with them as they go to surgery—and there is no ques- 
tion of money involved in this. 

To bar the operating room door to the family physi- 
cian interrupts this proper relationship. Peremptorily 
it denies the patient his privilege of having his own 
doctor in attendance. 

Such restriction has been placed in effect by a local 
hospital. The bald, unqualified text runs as follows 
‘No referring Doctor may enter the operating room 
during an operation—unless as a consultant, in an 
emergency, or as an interested party in an unusual 
case.” The statement is signed by the hospital Ad- 
ministrator, the President and the Chief of Surgery. 

It is obvious that repression of this sort is designed 
to correct or to combat something, and until that some- 
thing is identified and dealt with per primum, one has 
the spectacle of treatment of a symptom instead of a 
disease. Symptomatic medicine is not good medicine. 
—Editorial, by Bromme, Detroit Medical 
News, June 28, 1954 
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